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Abstract
Federally Qualified Health Centers (FQHCs) have become a vital part of access to care
for low socioeconomic status individuals. The federal government has allocated funds to be
distributed to FQHCs via Medicare and Medicaid reimbursement based on insurance claims and
through the Health Resources and Service Administration (HRSA) via grants and incentives
based on Uniform Data System (UDS) reporting. Federally Qualified Health Centers must
complete annual uniform data system (UDS) reporting on quality indicator metrics to receive
grants and incentives from HRSA. The Health Resources and Service Administration (HRSA)
funded health centers are expected to have ongoing quality assurance and improvement programs
to improve patient care and outcomes. A local West Michigan clinic is one of a group of five
clinics that qualified for FQHC status based on serving the homeless population in the area. They
have been operating as a FQHC for several years, but updated to a new EHR platform in January
2016, utilizing the Athena Health EHR. The completion of an organizational assessment assisted
in identifying a problem in the level of training staff members receive on the Athena Health
EHR, quality indicator documentation, and UDS reporting. Creating a quality protocol that
includes staff education regarding UDS reporting and electronic health record functionality has
the potential to improve compliance with HRSA reporting. The Donabedian Model was utilized
to view the phenomenon of interest regarding quality indicator metrics, documentation and
reporting. The PARiHS framework guided the implementation of the quality indicator protocol
that incorporated staff education and increased utilization of EHR functionality for improved
quality documentation and reporting at this West Michigan FQHC.
Keywords: ‘quality indicators’, ‘electronic health records’, ‘federally qualified health
centers’, uniform data system reporting’, ‘health resource and service administration’
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A Quality Protocol for a Federally Qualified Health Center: A Pilot Project
Federally Qualified Health Centers (FQHCs) have become a vital part of access to care
for low socioeconomic status individuals. This is due in part to the 2010 Patient Protection and
Affordable Care Act, which extended health care coverage to the over 32 million Americans who
were uninsured. This widespread healthcare expansion raised the concern of how to bring access
to care to millions of newly insured Americans (Goldman, Chu, Tran, Romano, & Stafford,
2012). In order to increase access to care, the federal government allocated $11 billion to
Medicare and Medicaid reimbursement under Section 330 of the Public Health Service Act,
which includes Federally Qualified Health Centers (FQHCs) to be able to receive grants and
incentives (Goldman et al., 2012). Beyond the Centers for Medicare & Medicaid Services (CMS)
payouts, the Health Resources and Service Administration (HRSA) allocates funds to FQHCs via
grants and incentives based on Uniform Data System (UDS) reporting (Health Resources and
Service Administration [HRSA], 2017). Federally Qualified Health Centers must complete
annual uniform data system (UDS) reporting to receive grants and incentives from HRSA. It is
imperative that quality protocols are in place for consistent, standardized quality documentation
for the annual quality reporting to maximize reimbursement while maintaining quality care for
patients.
Background
The Health Resources and Service Administration (HRSA) funded health centers
(FQHCs) are expected to have ongoing quality assurance and improvement programs that
improve patient care and outcomes (HRSA, 2017). These programs and outcomes are verified
through the UDS reporting which includes: patient demographics, staffing and utilization,
selected diagnoses, quality of care indicators, health outcomes and disparities, financial
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information, and health information technology capabilities and quality recognition (Department
of Health and Human Services [DHS], 2017a). There are several quality of care indicators
including weight assessment, tobacco use, asthma, and colorectal cancer screening. Federally
Qualified Health Centers must provide the measure description, patient criteria for inclusion or
exclusion, measurement standard, clinical guidance, and the intervention utilized (DHS, 2017a).
Failure to meet the reporting requirements can result in a reduction in funding, grants, and
incentives. The grants and incentives available as a FQHC are based on the quality measures
involved with UDS reporting. Michigan FQHCs have been awarded over 2.6 million dollars
during fiscal year 2017 (HRSA, 2017).
Each year, FQHCs must report performance measures as defined in the annual UDS
report. Quality improvement awards are granted for the following categories: EHR reporters,
clinical quality improvers, health center quality leaders, national quality leaders, enhancing
access to care, delivering high quality health care, addressing health disparities, and achieving
Patient-Centered Medical Home (PCMH) recognition (HRSA, 2017). The reports must be
generated from the FQHC’s own Electronic Health Record (EHR), as the UDS reports are not
generated through insurance claims.
After a review of 1100 health systems across the United States, it was discovered that as
of 2012, nine out of ten FQHCs had adopted an EHR system with basic capabilities (Jones &
Furukawa, 2014). Reports can be generated via EHR tools, but are based on the ability to
generate reports and the accurate documentation by providers and staff. There are several EHR
choices for FQHCs to utilize and each of them have varying tools for documentation and
reporting. Knowledge of the quality indicators, reporting process, and how to utilize the tools
within the EHR are key factors to maximize reimbursement and incentives.
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Problem Statement
The functional capacity of an organization’s EHR plays a key role in the ability to
document and report on quality indicators. Optimal utilization of an available EHR can assist
with improving quality documentation, quality reporting, and ultimately impact patient care. It is
imperative to educate the EHR end-users in the clinical setting on how to utilize the functional
capacities of the EHR and on documentation and reporting that must occur. Accurate
documentation and reporting can result in financial gains for organizations.
A local West Michigan clinic is one of five clinics belonging to a larger organization that
qualified for FQHC status based on serving the homeless population. They have been operating
as a FQHC for several years, and updated to a new EHR platform in January 2016, utilizing the
Athena Health EHR. The completion of an organizational assessment assisted in identifying a
problem in the level of training staff members receive on the Athena Health EHR, quality
indicator documentation, and UDS reporting for this location. This discovery led to the following
clinical question: Will the development of a quality protocol that includes education for
providers and support staff regarding UDS reporting and EHR functionality improve provider
quality metric documentation to meet benchmarks at a West Michigan FQHC? A Doctor of
Nursing Practice (DNP) project was implemented at this West Michigan FQHC to answer this
question. Evidence from a comprehensive literature review supported the implementation of a
quality indicator protocol for this project.
Evidence-Based Initiative
A comprehensive literature review was conducted to explore the current evidence. The
review included an examination of the capabilities and impact of EHRs, the best way to utilize
EHR tools for documentation and reporting, the impact of end-user knowledge, the strategies
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available to improve quality indicator documentation, and the financial implications that can
result from high quality documentation and reporting on quality indicators. This evidence along
with an evaluation of the organization’s needs assisted in guiding the implementation of a quality
indicator protocol to answer the above question and determine if quality documentation and
reporting can be improved through staff education regarding quality indicators, UDS reporting,
and a better utilization of EHR function and capabilities.
Electronic Health Record Capabilities. The EHR within an organization is important,
but the capabilities the EHR offers are crucial (Jones & Furukawa, 2014). A review of 1100
health systems across the United States revealed that as of 2012, nine out of ten FQHCs had
adopted an EHR system with basic capabilities (Jones & Furukawa, 2014). Information for the
review was extracted from UDS reporting submitted to HRSA from 2010 to 2012 and sought to
answer several questions regarding how EHR system adoption had changed, disparities in EHR
system adoption, the relation to meaningful use objectives, incentive payouts, and meeting stage
one core meaningful-use requirements to receive quality recognition from third-party
organizations. Meaningful Use is a program that the Center for Medicare and Medicaid Services
(CMS) adopted that is defined by using certified electronic health record (EHR) technology to
improve quality, safety, and efficiency, reduce health disparities, and create better clinical
outcomes (HealthIT.gov., 2017). The stage one core objectives for meaningful use included three
components: use of a certified EHR in a meaningful manner (such as e-prescribing or
computerized provider order entry), use of certified EHR technology for electronic exchange of
health information to improve quality of health care, and use of certified EHR technology to
submit clinical quality measures. According to Jones and Furukawa (2014), nine out of ten
FQHCs (approximately 990 of the 1100 reviewed) reported utilizing EHRs with basic
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capabilities. Furthermore, seven of ten clinics reported their providers were receiving
meaningful-use incentive payments, and only one third could meet CMS’s stage one for
meaningful use. Meaningful use is no longer a driving force for incentives, but was a driving
force for organizations to switch to EHRs. A paradigm shift away from fee for service to quality
based reimbursement has occurred and it is important to note that the capabilities and tools
available within an EHR directly impact the organization’s ability to capitalize on EHR related
incentives.
All EHRs have the functionality to capture data, but reporting capabilities are only as
accurate as the information documented in the system. The inability to query reports within an
EHR can create difficulty in extracting data for reporting purposes. A chart review conducted in
the Netherlands revealed that clinical items are not always adequately recorded in the EHR for
retrieving quality indicators and therefore reduce the accuracy of reporting (Barkhuysen et al.,
2014). The chart review used data from 58 general practices, including 8235 patients and
investigated the quality of recording of practitioner’s electronic medical record compared to the
simple, web-based chronic disease registry (CDR) during the year of 2011 (Barkhuysen et al.,
2014). The study focused on chronic diseases, specifically type 2 diabetes. The web based CDR
is a registry that is used to report data to insurers, whereas the EHRs are for the direct use of the
practitioners to document in the moment assessments, diagnosis, and a plan of care. Reporting
was found to be higher in the CDR than in the EHRs and was due to lack of accurate
documentation in the EHRs (Barkhuysen et al., 2014). There was frustration with duplicate
documentation in the EHR and in the CDR, but it was found that the documentation in the EHRs
could be used to report to the CDR and this resolved issues with duplicate documentation. As the
quality of recording improves, the indicators can be reported more accurately from the EHR
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(Barkhuysen et al., 2014). The capabilities of an EHR are only as effective as the information
that is inputted into the system.
Regardless of the accuracy of the information that is entered into the system, the
information needs to be accessible. To understand how advanced EHR functions are being
utilized, a qualitative case study of six primary care practices in Virginia was conducted (GoetzGoldberg, Kuzel, Feng, DeShazo, & Love, 2012). The study was conducted over a 16-month
period with surveys, in depth interviews, observations of interpersonal relations, and use of EHR
functions (Goetz-Goldberg et al., 2012). The physicians and staff reported that there was
increased efficiency in storing and retrieving information with the advancements in EHR
functions. Issues were discovered during the advanced EHR systems upgrade including: higher
costs, lack of knowledge among staff and physicians relating to the function of the EHR,
problems transforming office operations, disruption to patient care during upgrades, and
difficulty utilizing performance tracking and quality functions (Goetz-Goldberg et al., 2012).
Overall there was increased efficiency once the EHR was in place and staff had knowledge on
how to utilize the EHR system, but small practices experience difficulty with implementation
and updates of the EHR system, due to lack of support systems, causing issues with patient care
(Goetz-Goldberg et al., 2012). There is a need for system support from either a large
organization or external informational technology services.
Electronic health records have capabilities to capture quality indicators and the EHR
chosen by the leaders of a health center impacts the ability to capture appropriate data for quality
indicator reporting. The health center’s administration, providers, and staff must have an
understanding of the capabilities of their chosen EHR. It is crucial that providers and staff are
inputting information into the correct fields within the EHR and there must be support for
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providers and staff when EHRs are implemented or updated. It is imperative that the tools within
an EHR are utilized to the full extent of the current operational capacities.
Utilizing the Tools within the Electronic Health Record. As noted, EHRs are not
created equally and different EHRs offer varying tools to assist with documentation and
reporting. Studies have confirmed that utilizing the tools available within the EHR can help
improve scores on quality indicators. A retrospective, cross-sectional chart review was
conducted from January 2010 to June 2013 at the Institute of Family Health (IFH), a network of
FQHCs in New York City (Anker et al., 2015). The chart review included 65 primary care
providers with a total of 183,095 visits and 61,977 patients. The study revealed that the
physicians who utilized the best practice alerts and order-sets at a higher rate for screening and
documentation had better scores on quality indicators for diabetes (p<0.001), breast cancer
screening (median quality 49.4% vs. 44.2%; p=0.005), colorectal cancer screening (median
quality 47.4% vs. 34.4%; p<0.001), tobacco cessation (median quality 80.6% vs. 66.7%;
p<0.001), and the pneumonia vaccination (median quality 70.9% vs. 60.8%; p=0.004) (Ancker et
al., 2015). The best practice alerts (BPAs) within the IFH network were chosen based on
performance metrics tied to Meaningful Use. It is clear that when used correctly, the utilization
of EHR functionality, such as BPAs, are associated with higher performance and quality
indicator documentation (Ancker et al., 2015).
A multifactorial approach utilizing various tools within an EHR was examined in 2011
utilizing a large chart review of 7500 patients at a large academic internal medicine practice in
Chicago, Illinois (Persell et al., 2011). The multifaceted approach included nonintrusive monthly
reminders to providers to order the recommended tests, document exceptions, quarterly
performance feedback, and monthly feedback of patients who were not receiving essential
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medications (Persell et al., 2011). This was initiated with one hour meetings and electronic
training materials on how to utilize the decision tree reminders (Persell et al., 2011). The chart
review was conducted prior to and post intervention. During the intervention year, the rate of
quality documentation was significantly higher for nine quality measures (p<0.02) (Persell et al.,
2011). The implementation of the multifaceted quality improvement (QI) intervention utilizing
EHR tools such as point-of-care reminders, patient reports, and clinician feedback improved
quality indicator documentation (Persell et al., 2011). The EHR tools also assisted with the
accuracy and timeliness of clinician feedback, which improved performance and accelerated the
rate of improvement for multiple quality indicators simultaneously (Persell et al., 2011).
It is clear that documentation of quality indicators and quality performance can be
improved through the use of EHR tools. Is there an impact on the quality of patient care? The
2009 Commonwealth Fund National Survey of FQHCs provided data for a study on the impact
of Health Information Technology (HIT) on improving quality of care (Frimpong et al., 2013).
The capacity of the HIT refers to the use of multiple functions and advanced functions within the
EHR including: routine use of technology for notes, medications, tests, and clinical prompts,
computerized process for patient registries, tracking tests, reminders, and alerts (Frimpong et al.,
2013). The study included 776 FQHCs across the United States and revealed the capacity of the
health information technology (HIT) is associated with the quality of care patients receive
(Frimpong et al., 2013). The results from the survey separated the FQHCs into low, medium, and
high HIT capacity. The FQHCs with high HIT capacity showed improved quality of care and
reporting (Frimpong et al., 2013). Thus, there is high promise in the use of health information
technology in improving quality of care and quality reporting at FQHCs.
A systematic review was conducted to analyze the impact EHRs have on healthcare in
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FQHCs (Campanella et al., 2016). The analysis showed reduced documentation time when
healthcare professionals utilized an EHR (Campanella et al., 2016). There was also higher
guideline adherence and reduced medication errors with use of an EHR (Campanella et al.,
2016). Overall, the review showed that when properly implemented, EHR systems can help
improve the quality of healthcare, increase time efficiency, guideline adherence, and reduce
medication errors (Campanella et al., 2016). The tools available in current EHRs, when properly
used, can assist with improving quality care, quality indicator reporting, and patient outcomes.
The different EHRs available or chosen by health care centers offer varying tools for
providers and staff to utilize. The choice of the specific EHR is determined by administration and
practice leadership. The providers and staff must have the knowledge to utilize the various tools
within the EHR for accurate documentation. It is clear that understanding and utilizing the tools
available in an EHR can assist in improving quality indicator documentation and quality care for
patients. It is imperative that while implementing a quality protocol, the tools available within
the EHR system are utilized to the full extent of the EHR’s capabilities. This leads to the key
factor of the knowledge of the end-user.
Knowledge of End-user. The knowledge of the end-user utilizing the EHR is a key
factor when implementing a quality protocol and can be a barrier to utilizing EHRs for quality
indicator documentation and reporting. According to one qualitative study completed at Duke
University, there is a gap in general medical education for the utilization of EHR technology
(Atwater et al., 2016). The study examined physician use with the EPIC EHR system and the
presence of education for medical students regarding EHR use. The data was collected via two
online surveys, followed by a 15-minute telephone interview with the national expert panel of
physician educators (Atwater et al., 2016). The expert panel included 19 physicians in 15 states.
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The panel reached consensus on ten items important for teaching and learning (Atwater et al.,
2016). The consensus included the following items: balancing focus on EHR documentation with
patient engagement, adequate learning time, communicating clinical thought process, hands-on
EHR practice, minimizing data repetition, and development of shortcuts and templates (Atwater
et al., 2016). There is a need for new teaching and learning strategies within standard medical
education to capitalize on the potential of the current EHR technology (Atwater et al., 2016). The
goal would be to minimize any negative impact on the current medical education while
incorporating new strategies on EHR technology education. It is clear that there are gaps in the
EHR capabilities and the education provided for the end-users of EHR technology.
The above-mentioned study focused on physicians and general medical education. It is
clear that all of the education for EHR use is not occurring during educational programs prior to
employment. Typically, education on new EHR systems occurs on site with the help of the
vendor for the new software. School programs can implement informatics education and hands
on experience through clinical rotations, but it is imperative that health systems and universities
are partnering to educate providers on EHR capabilities. This coincides with the Institute of
Medicine’s (IOM) report on the Future of Nursing related to educational standards for health
professionals. The IOM suggests nursing curricula be reexamined to be updated and adaptive
enough to be congruent with the change in patient needs and the improvement in information
technology (Institute of Medicine, 2011).
The American Association of Colleges of Nursing (AACN) recommends curricula to
prepare doctoral level nurse practitioners to meet this call. The AACN has developed eight
essentials of doctoral education for advanced nursing practice including Essential IV that
addresses information systems/technology and patient care technology for the improvement and
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transformation of health (American Association of Colleges of Nursing, 2006). The graduate
education for advance practice registered nurses (APRNs) includes informatics education to
address the lack of information technology that is currently present in other provider education
formats. The informatics education allows APRNS to obtain education regarding EHR
capabilities, reporting mechanisms, and information sharing that is necessary to meet quality
metrics and document the quality care that is delivered to maximize reimbursement.
Electronic Health Record Education. Electronic health records are tools that require
end-users such as staff and providers to operate them. Staff and provider knowledge of an EHR
system and appropriate training play a key role in the success of utilizing an EHR system for
documentation and reporting. A qualitative study explored the use of education sessions
regarding documentation of quality measures for nurse practitioners within the oncology
population (Esper & Walker, 2015). A chart review was conducted prior to and post education,
which showed increases in all quality related documentation (Esper & Walker, 2015). The
intervention also provided EHR shortcuts referred to as “smartphrase” tools for the nurse
practitioners to utilize within their documentation. Results showed that increasing knowledge
related to documentation of quality measures and providing tools to increase efficiency promotes
documentation of quality patient care (Esper & Walker, 2015).
Training the end-users on how to optimally utilize an EHR is crucial. A high priced EHR
system is like an expensive grand piano, whether you play Beethoven or Chopsticks depends on
your level of training (Nicklaus, Kusser, Zessin & Amaya, 2015). A survey of learners was
completed after engaging in a scenario and workflow based EHR training (Nicklaus et al., 2015).
The training was based on a transition from an instructor-led classroom training plan to a focused
clinician workflow training pathway using Benner’s novice to expert model and Lowe’s five key

15

principles for successful EHR training (Nicklaus et al., 2015). Multiple teaching strategies were
incorporated into the education including a computer skills assessment where a result of less than
80% would trigger the learner to receive a one-hour basic computer training class. The EHR
training integrated specialty-specific scenarios, web-based training modules, and learning
laboratories to fully train end-users to use the EHR, and outcomes were measured utilizing a
proficiency tool developed by the hospital informatics department (Nicklaus et al., 2015). Even
with this education strategy, there were still gaps in education in regard to complex EHR
processes due to the specific EHR each organization utilizes. Overall, the integration of various
learning experiences and an initial computer assessment resulted in a successful EHR education
program.
Educating end-users is a key step in implementing a quality indicator protocol. It is
imperative that end-users have a basic level of computer technology skills and can utilize EHR
tools. Education must include hands-on experience and cannot be limited to one strategy. The
success of the provider and staff education will have a direct correlation with the success of
quality indicator documentation and reporting protocol, especially if it involves optimal use of an
EHR.
Synthesis of the Literature
This review identified several themes for barriers and potential strategies for
implementing a quality indicator protocol. First, there needs to be an EHR in place, the success
of which is dependent on the capabilities of the EHR and the accuracy of documentation
(Barkhuysen et al., 2014; Jones & Furukawa, 2014). Second, smaller practices with less internal
and external support will struggle with EHR implementation to improve quality (Goetz-Goldberg
et al., 2012). Third, there is a gap in general medical education for the utilization of EHR
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technology and a need for new teaching and learning strategies within medical education to
capitalize on the potential of EHR technology (Atwater et al., 2016). Even with informatics
courses now being provided, it is imperative that individuals have hands on training with EHR
technology and unfortunately, there are no guarantees as to which EHR technology they will
ultimately use. Most post graduate education for EHR use occurs via on the job training and is
provided by the organization that employed the staff or provider. Fourth, it is clear that utilizing
high functioning EHR tools such as best practice advisories, order sets, reporting technology,
point-of-care reminders, clinician feedback and documenting appropriately can improve quality
performance, quality indicator documentation, quality metrics, quality care, quality indicator
reporting, and patient outcomes (Ancker et al., 2015; Campanella et al., 2016; Frimpong et al.,
2013; Persell et al., 2011). Finally, educating end-users with a multifaceted approach with both
web-based and hands-on learning for EHR functions, quality measures, and the documentation
process will improve quality documentation and promote high quality patient care (Esper &
Walker, 2015; Nicklaus et al., 2015).
Conceptual Models
In order to view the phenomenon of interest with a structured approach, it is best to use a
conceptual model. The Donabedian Model was utilized to view the various aspects of the
phenomenon of interest including quality metrics reporting, EHR capabilities, and educating
staff. The PARiHS framework was utilized to guide the implementation of the quality protocol
for improved quality documentation and reporting.
Donabedian Model
The Donabedian Model provides a framework for examining health services and
evaluating quality of health care. According to the model, information regarding quality of care
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can be drawn from three interrelated categories: structure, processes, and outcomes (Donabedian,
1988). (See Appendix B). Through the application of the model, the structure, process, and
outcomes were examined and established to ultimately achieve improved outcomes. It is
imperative that all three factors are considered when working towards positive impact on quality
care.
Structure. The structural components include the factors that affect the context in which
care is delivered (Donabedian, 1988). This includes the fundamental components of an
organization involved in providing high quality care, the facility, equipment, human resources,
and staff training (Donabedian, 1988). Review of the structural aspects of the organization
highlighted opportunities for improvement in continued education and training for staff and
providers.
This West Michigan office is one out of five FQHCs that are connected to a larger
organization. The FQHC has a practice manager who oversees four physicians, two physician
assistants, the front office staff, medical assistants, LPNs, RNs, and client service coordinators.
The practice manager reports to the operational director, who reports to the operations, outreach,
service VP, who reports to the chief medical officer, who reports to the president of the company
(see Appendix A for organizational chart). The organizational leadership hierarchy has greater
width for the larger Midwest healthcare organization, but this is the structure specific to the
FQHC up through the organization. There is also a medical director for all of the community
benefit clinics.
A major structural change occurred in January 2016 with a switch to Athena Health as
the new EHR. Athena Health offers a streamlined EHR that saves time, helps satisfy quality
measures, and removes distractions interfering with care (Athena Health, 2017). The switch to
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Athena Health replaced the previous EHR. Athena Health strives to offer highly effective EHRs
and updates the EHR platform as needed to meet the changing needs of healthcare delivery
(Athena Health, 2017). Athena Health performed an EHR software update in January 2017
providing enhanced quality features. One issue that was discovered with the EHR during the
organizational assessment was the misalignment of patients and primary care providers. This
issue was also confirmed in a quality meeting. It is important that the correct information is
placed in EHRs, but equally important that patients are aligned with the appropriate providers.
The FQHC staff and providers are given a Uniform Data System (UDS) quality indicator
details user manual each year to ensure that they have the correct information for documentation
and UDS reporting. The UDS manual includes the UDS quality indicator measure, the
requirement, the population, and exclusions (DHS, 2017a). The manual provides information on
how to satisfy the measure through documentation within the Athena Health EHR. For example,
the indicator for Body Mass Index (BMI) has instructions on how to select the order set that is
available in the Athena Health EHR. Unfortunately, the order set is not automatically triggered,
the provider must select the correct BMI order set as part of the assessment and plan. There are
tools within the Athena Health EHR called encounter plans that can be used automatically to pull
information into the assessment and plan for accurate and appropriate documentation. These
tools are not currently utilized by the providers to the full capabilities within the Athena Health
system. The order sets for BMI can also be cued up by the support staff at the time of the office
visit, but this is not a current practice in the office. Additionally, the order set is currently only
available for the BMI quality indicator and order sets have not been created and made available
for all of the UDS measures. Therefore, there is a gap in the utilization of the Athena Health
EHR tools.
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There has also not been regular monitoring of quality metric documentation throughout
the course of the year. This denies the opportunity to provide in the moment provider feedback
for quality metric documentation. The organization is implementing a quality dashboard to assist
with monitoring ongoing quality metric documentation provide feedback for providers and staff
on a regular basis. It is not yet clear who will be monitoring this on a regular basis. A
recommendation will be made by this DNP student as part of this project work to have the
practice manager or a quality champion monitor the quality dashboard. The implementation of a
quality dashboard will become a key part of the quality protocol.
Staff training within the organization varies depending on position. Physicians shadow
with an experienced clinical physician for a few days and then will reach out to experienced
physicians for questions. Physician assistants (PA) and nurse practitioners (NP) will also shadow
a physician and have a supervising physician, who will complete chart reviews twice a year
during the first two years to ensure appropriate documentation has been completed. The charts
are also reviewed for proper coding by a billing and coding specialist. Physicians, PAs, and NPs
are allotted greater time to see patients for their first six months of employment. There is a
blanket collaborative agreement for PAs and NPs within the larger Midwest organization and
each PA and NP is assigned to a specific supervising physician. Registered nurses, LPNs, and
MAs all receive four weeks of training in regard to patient care in the office, but RNs and LPNs
receive an additional two to four weeks of training for phone triage. Physicians, PAs, NPs, RNs,
LPNs, and MAs all receive two days of Athena Health training. The business office coordinators
and referral coordinators receive four weeks of training in the clinic office and one day of Athena
health training. The client service coordinators complete MI Bridge training, Medicare specialist
training, and become marketplace training certified to assist with market place applications. The
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MI Bridge training prepares the client service coordinators to assist patients with the Department
of Human Services benefits programs including: food assistance, energy and non-energy
assistance, medical assistance, childcare assistance, and cash assistance (Department of Health
and Human Services [DHS], 2017b). Staff members who wish to become preceptors within the
organization must complete a one-day course for training new hires.
The interdisciplinary team represented by physicians, PAs, registered nurse care
manager, RNs, LPNs, MAs, social workers, business office coordinators, referral coordinator
specialists, client service coordinators, and a practice manager are the key players to provide
high quality care. There is an adequate training program in place, but providers and staff could
use additional training on the Athena Health EHR. The staff and providers stated that they do not
fully understand how to use the encounter plans or which encounter plans are important to
subscribe to in order to meet quality indicator documentation. The support staff is not cuing up
the BMI order sets for the providers after obtaining height and weight at the time of the office
visit. Further training on the encounter plans and how to cue up order sets would be beneficial to
staff and providers.
Process. The process contains the acts of healthcare delivery and the measurement of the
process can be equated to the measure of the quality of care (Donabedian, 1988). Quality of
service has been incentivized to drive quality of care versus quantity of care, hence the shift to
quality based reimbursement. These quality based incentives are connected to the type of
insurance patients have as well as the FQHC grants and incentives available. According to the
practice manger, approximately 90% of the patients cared for at this FQHC are insured through
Medicaid. The Center for Medicaid and Medicare services also have quality measures that
require reporting and impact payouts as the move is made from a pay for quantity to pay for
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quality system (Centers for Medicare & Medicaid Services [CMS], 2017). The healthcare
effectiveness data and information set (HEDIS) is a tool used to measure performance and
contains 81 measures across five domains (CMS, 2017). These measures encompass a great deal
of the same measures as the UDS reporting for HRSA that is included in this FQHC’s reporting.
The Medicaid payer/payee system is another major system in place at this FQHC. Medicaid
allows for bonuses and incentives based off meeting performance measures, which are based on
claim information (CMS, 2017). The major difference between HEDIS measures and UDS
reporting is that the HEDIS measures are based on insurance claims and the UDS reporting is
based on reports generated by the organization.
Several systems are in place within this organization to assist staff and providers to
deliver quality care to patients and report on the quality of care provided. This is notable with the
need to report not only on UDS reporting for the FQHC, but also on HEDIS measures as a
recipient of Medicaid and Medicare payouts. The current function of the Athena Health system
can be used to report on the UDS and HEDIS measures, but it is only effective if the appropriate
documentation is entered regarding patient care. There are currently tools within the Athena
Health EHR such as the encounter plans and order sets that can help with the documentation of
appropriate ICD 10 codes and patient education to assist in meeting the reporting requirements.
The data extraction will only be accurate if the correct patients are aligned with the correct
providers. Improving the utilization of these EHR tools for appropriate documentation of quality
indicators and aligning patients with the appropriate providers are both areas of opportunity for
the organization.
Outcomes. Outcomes entail the impact that healthcare has on patients and populations
(Donabedian, 1988). The philosophy at this FQHC is to provide health care to all persons,
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regardless of their ability to pay and remain committed to providing the highest standard of
health care with hospitality, respect, and compassion. The goal is to provide high quality patient
care to promote positive patient outcomes. As a FQHC, the quality care that is provided and
documented can result in grants and incentives based on UDS reporting of the various quality
indicators. The Health Resources and Service Administration (HRSA) funded health centers
(FQHCs) are expected to have ongoing quality assurance and improvement programs that
improve patient care and outcomes (HRSA, 2017). Michigan has been awarded over 2.6 million
dollars in quality improvement awards, with approximately $34,000 of that money going to the
five FQHCs within this Midwest organization (HRSA, 2017). The quality improvement awards
are for the following categories: EHR reporters, clinical quality improvers, health center quality
leaders, national quality leaders, enhancing access to care, delivering high quality health care,
addressing health disparities, and achieving Patient-Centered Medical Home (PCMH)
recognition (HRSA, 2017). According to preliminary UDS reporting for 2017, the five FQHCs
within this large organization are out of reporting compliance for the year, meaning that the UDS
reporting for 2017 did not meet HRSA benchmarks for certain measures such as BMI screening.
The actual data for 2017 UDS reporting was collected as baseline data to show current quality
metric documentation percentages for all five FQHCs prior to project implementation. According
to the administration of the FQHCs there are several opportunities for improvement in quality
documentation to increase incentives obtained from UDS reporting. These opportunities confirm
the need for improving the process of documentation through utilizing all tools available in the
EHR to optimize the structure and process for improved outcomes.
PARiHS Framework
The Promoting Action on Research Implementation in Health Services (PARiHS)

23

Framework is based on the equation where successful implementation is a product of the nature
of the evidence, the context of the proposed change, and the mechanism of facilitation (Appendix
C) (Kitson, Harvey, & McCormack, 1998). The PARiHS framework has been utilized by
clinicians to improve the quality of their care by setting clinical standards, introducing audit and
quality improvements, and in changing patient services in several different health care settings
(Kitson et al., 2008). This multidimensional framework was developed to represent the
complexity of implementing research-based practice to assist with successful implementation
(Rycroft-Malone, 2004). Therefore, the PARiHS framework was utilized for the implementation
of a quality protocol at this FQHC.
Evidence. Evidence is defined as the combination of research, clinical expertise, and
patient choice (Kitson et al., 1998). The level of evidence is found across a continuum with
anecdotal, and descriptive evidence on the low end and rigorous systematic evidence such as
quantitative and qualitative research on the high end (Kitson et al., 1998). The higher the levels
of evidence available, the more likely an organization is to be successful with the
implementation of research into practice.
There is moderate to high evidence supporting the changes involved in the development
of a quality protocol. Evidence is clear that utilizing high functioning EHR tools such as best
practice advisories, order sets, reporting technology, point-of-care reminders, clinician feedback
and documenting appropriately can improve quality performance, quality indicator
documentation, quality metrics, quality care, quality indicator reporting, and patient outcomes
(Ancker et al., 2015; Campanella et al., 2016; Frimpong et al., 2013; Persell et al., 2011). The
evidence also supports educating end-users with a multifaceted approach with both web-based
and hands-on learning for EHR functions, quality measures, and the documentation process will
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improve quality documentation and promote high quality patient care (Esper & Walker, 2015;
Nicklaus et al., 2015).
This evidence guided the education for providers and staff during the implementation of
this project. Leadership, providers, support staff, and the informatics team from the FQHC
support the use of further education and training regarding the use of EHR tools and the quality
indicators. The moderate to high levels of evidence represent one of the factors impacting the
implementation of a quality indicator protocol at this FQHC.
Context. Context is defined as the setting in which the implementation will occur and is
divided into three core elements: an understanding of the organization’s culture, the relationships
within the organization in consideration of leadership roles, and the way systems and services are
measured (Kitson et al., 1998). The culture at this FQHC is patient centered and focused on
providing quality care to all, regardless of ability to pay. There is a team oriented approach
exhibited by staff, as they are willing to help each other accomplish the tasks and goals of any
given day. The interdisciplinary team within the organization works well together to effectively
treat patients in a primary care setting. There are several measurements occurring within this
FQHC in regard to performance, but the focus of this project was on the UDS measures.
Facilitation. Facilitation is a technique incorporated by one person to make things easier
for others (Kitson et al., 1998). This is completed through providing support to help others
change their attitudes, habits, skills, way of thinking, and working (Kitson et al., 1998). It is
imperative that the facilitator individualizes the process to be specific to the organization. The
staff and providers are open to education regarding UDS reporting, quality indicators, and
utilizing tools within the EHR. The challenge for the facilitator was changing current habits that
had been formed regarding documentation and the current utilization of EHR tools. The
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challenges present with project implementation were addressed in two ways: first with the
unique skillset of the DNP prepared facilitator utilizing knowledge in informatics and change
techniques, and second through the utilization of the PARiHS framework as it provides the
facilitator with insight and guidance to complete quality improvement endeavors.
Need and Feasibility Assessment of the Organization
Since the transition to Athena Health EHR in January 2016 and the update in 2017, there
has been a concern with the quality data documentation and data extraction. This was again
apparent with the preliminary UDS reporting from 2017 falling short of compliance in
documentation and delivery of care, evident by not meeting HRSA benchmarks for certain
measures such as BMI screening. The reporting has been challenging and providers have not had
a clear and concise plan for documentation since 2016, as well as uncertainty among providers
and staff in regard to the UDS reporting requirements. Providers and support staff only receive 2
days of training with the Athena Health EHR and are not specifically trained on utilizing
encounter plans or order sets, designed to improve documentation of quality measures. There are
gaps in the alignment of patients with the primary provider. There is a need for further education
regarding UDS reporting, encounter plans, and how to utilize the tools available in Athena
Health to ease quality indicator documentation. Ultimately, if these gaps are addressed, staff and
providers will have a better understanding of the UDS reporting requirements and EHR
functionality resulting in not only improved documentation, but will also allow for optimal
patient outcomes. Therefore, improved incentives and grants could be obtained from the Health
Service and Resource Administration as a result of improved reporting.
The administration and staff at this FQHC are focused on providing quality patientcentered care. The McKinsey 7S model (Appendix D) was utilized to assess the organization and
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showed that it is well aligned in several areas, but gaps were identified within the systems, staff,
and skills sections of the model design (Waterman, Peters, & Phillips, 1980). The creation of the
new quality indicator protocol provided a guideline for staff and create a seamless
documentation process. This also allowed staff to better utilize the Athena Health EHR tools that
are available. A key intervention was the education for providers and staff. Ultimately, staff and
providers have a better understanding of the UDS reporting requirements and EHR functionality
resulting in not only improved documentation, but will also allow for optimal patient outcomes.
The findings from the McKinsey 7S model are best represented through the SWOT analysis that
was completed based off the findings.
SWOT Analysis. The SWOT acronym stands for strengths, weakness, opportunities, and
threats (Moran, Borsan, & Conrad, 2017). The strengths and weaknesses are the internal focus
and the opportunities and threats are the external focus. An organizational SWOT analysis was
conducted to summarize findings for this West Michigan community FQHC.
Strengths. A major strength is that the organization is not a stand-alone FQHC as there is
support through the connection to a large healthcare system in West Michigan. This provides
financial support from the larger system. This connection also carries with it a clear vision,
mission, strategy, and clinic philosophy for how patient care is provided. The staff members
have clear and concise goals with the strategic plan to provide quality patient-centered care.
There are committed employees who strive to provide patient-centered care to the underserved
population within the community. Due to the population that is served, the clinic does have
FQHC status and the ability to receive grants and incentives from the Health Resources and
Service Administration.
Weaknesses. A major weakness at this FQHC is the time available within a fifteen to
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thirty-minute office visit to see patients with complex issues and multiple comorbidities while
documenting appropriately. There has been issues with extracting quality data and generating
quality reports since making the shift to the Athena Health EHR. The patients are not
appropriately aligned with the providers in the EHR. The providers and support staff only
receive 2 days of training with the Athena Health EHR and are not using the system to its full
potential. There are tools within the EHR that are not being fully utilized, such as encounter
plans that ease the flow of documentation and can assist with documenting quality measures.
Opportunities. A major opportunity are the grants and incentives available as a FQHC
based on quality measures through UDS reporting. The Health Resources and Service
Administration (HRSA) funded health centers (FQHCs) are expected to have ongoing quality
assurance and improvement programs that improve patient care and outcomes (HRSA, 2017). As
previously noted, Michigan has been awarded over 2.6 million dollars with approximately
$34,000 of that money going to the FQHCs within this Midwest organization (HRSA, 2017).
With these incentives available there is an opportunity to improve quality documentation and
improve reimbursement (HRSA, 2017). Improved reimbursement can be accomplished by fully
utilizing the tools available in the Athena Health EHR.
Threats. One major threat in West Michigan is the multiple competing healthcare
organizations. If the quality indicator reports provided for the Uniform Data Systems (UDS)
reporting are not meeting the benchmark, there could be a reduction in grant and incentives
provided to the organization. Another major threat involves potential changes in policy at the
federal and state level. Policy is continually impacted by the change in leadership at the federal
and state level and can impact insurance structures, laws, and regulations. One example is
legislation introduced on September 13, 2017 by Senators Graham and Cassidy that would repeal
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major portions of the Affordable Care Act such as eliminating the Medicaid expansion and
marketplace subsidies (Adler & Feidler, 2017). These changes would not begin until 2020 and
would depend on the legislation passing, but legislation such as this should be noted as threats.
Project Plan
Purpose of Project
The purpose of this DNP project was to implement a quality protocol that includes
education and EHR function utilization at this West Michigan FQHC. The intent of the pilot
project at one of five West Michigan FQHCs was to answer the following clinical question: Will
the development of a quality protocol that includes education for providers and support staff
regarding UDS reporting and EHR functionality, improve provider quality metric documentation
to meet selected benchmarks at a West Michigan FQHC?
A clinical sub question was utilized to assist in evaluating the educational portion of this
project. Will knowledge of providers and support staff improve after an educational session on
UDS reporting, quality indicators, and EHR functionality? The success of this pilot project at this
FQHC will determine if the quality protocol is implemented at all five FQHCs to ultimately
improve the quality of the annual UDS reporting.
Objectives
The creation of a quality protocol with the incorporation of education for providers and
support staff was piloted at this FQHC to improve quality metric documentation for providers
and was accomplished by completing the following objectives:
•

Evaluated the documentation metrics on BMI and Smoking Cessation for the providers at
this FQHC from 2017 and six weeks prior to May 10, 2018 as baseline data

•

Developed the quality protocol based off this pilot study that includes:
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o

A standard process to educate new providers and support staff on UDS reporting

o Ensure that encounter plans and order sets included in the current standard
workflow are being utilized by providers and support staff
o Ensure support staff are able to cue up BMI order sets appropriately
o Monitor changes in UDS reporting
o Monitor quality performance
o Maintain encounter plan and order set accuracy for consistency and
standardization
o Completed by May 10, 2018
•

Ensured that the correct tools were active in the Athena Health EHR in regard to an
encounter plan for smoking cessation and order sets for BMI screening by May 10, 2018.

•

Education was developed and delivered to providers and staff that covers UDS reporting,
quality indicators, and EHR functionality by May 10, 2018.

•

Evaluated the impact of the education for providers and staff following the education
session on May 10, 2018.

•

Provided support for staff during implementation of the new documentation processes
and monitored the use of order sets and encounter plans from May 13, 2018 through June
22, 2018.

•

Data collection occurred again at six weeks (June 22, 2018) post implementation with the
start date of May 13, 2018.

•

After analysis of pilot data, recommendations for replicating the protocol for the other
FQHC clinics will be made regarding provider/support staff education and quality metric
monitoring by July 30, 2018.
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Type of Project
This proposed DNP scholarly project was classified as a quality improvement project.
Quality improvement is a systematic approach to the analysis of practice performance to then
improve performance utilizing specific models to collect and analyze data to evaluate the change
(American Academy of Family Physicians, 2017). The intervention for this project was to
implement a quality protocol that included a process to educate providers and support staff
regarding UDS reporting, quality indicators, and the utilization of certain EHR functions
available within the Athena Health EHR. The results of this project will assist with providing
recommendations for a quality protocol that includes a standard process to educate new
providers, monitor changes in UDS reporting, monitor quality performance, maintain encounter
plan and order set accuracy, and have this information available to all the FQHCs within the
larger organization.
Setting and Needed Resources
The setting for this project was at one of five FQHCs in West Michigan within a large
health care organization. The practice resides in a metropolitan area that has high rates of
homelessness and care is provided for low Socio-Economic Status (SES) individuals. The
primary resource was the time that was provided by the DNP student for the education and
support to staff. The secondary resource was provided by an informatics specialist to assist with
extracting the data for the quality indicator metrics documented by the providers. The project
facilitator had blinded access to the documentation data provided by the informatics specialist
within the organization. This information was vital to the measurement of the success of the
quality initiative.
Design for the Evidence-Based Initiative
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The design for this project was guided by the PARiHS framework utilizing the three core
elements of evidence, context, and facilitation.
Evidence. The plan for this project was based on moderate to high evidence supporting
the changes involved in incorporating education into a quality protocol. Evidence is clear that
utilizing high functioning EHR tools such as best practice advisories, order sets, and reporting
technology appropriately can improve quality performance, quality indicator documentation,
quality metrics, quality care, quality indicator reporting, and patient outcomes (Ancker et al.,
2015; Campanella et al., 2016; Frimpong et al., 2013; Persell et al., 2011). This evidence guided
the incorporation of utilizing EHR tools within the protocol: encounter plans and order sets.
Evidence also supports educating end-users with a multifaceted approach with both web-based
and hands-on learning for EHR functions, quality measures, and the documentation process
(Esper & Walker, 2015; Nicklaus et al., 2015). This evidence supported the utilization of
educating staff and providers in person, but also providing the education in a web-based format
for future use.
Context. This quality improvement project sought to maintain the culture at this FQHC
to provide patient centered quality care to all. The focus was on utilizing EHR tools to better
capture quality indicator metrics requires a focus on patient assessment and resulting needs. The
quality of patient care was promoted within the FQHC through the work of this project. The goal
was for staff and providers to gain a better understanding regarding UDS reporting and how
accurate quality indicator documentation can improve meeting the quality metric benchmarks.
The encounter plan for smoking cessation and the order sets for BMI were clearly defined in the
education. Opportunity for use of encounter plans and order sets for other indicators will be
available for the organization. The quality protocol included recommendations for monitoring
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changes in UDS reporting, monitoring quality performance, utilization of the education,
encounter plans in use, and order set information to be use for education of new staff and
providers going forward as the annual UDS reporting will continue.
Facilitation. The timeframe for the quality improvement project allowed the DNP
student to enact the role of facilitator. The education session and support was provided by the
DNP student. Key personal from the informatics team assisted with data extraction, as well as
order set and encounter plan creation and maintenance. The development of the protocol
included the following: a standard process to educate new providers, ensure that encounter plans
and order sets are being utilized by providers and support staff, monitor changes in UDS
reporting, monitor quality performance, maintain encounter plan and order set accuracy, and
ultimately make the information available to all the FQHCs within the larger organization. The
DNP student facilitated the education and delivery of the protocol to the pilot location. The
director of the community FQHCs will facilitate the continued education of new staff using the
web-based system, to sustain the education portion of the project. Monitoring quality
performance will be the responsibility of the practice manager once the new quality dashboard is
in place. This will allow for provider feedback throughout the year regarding quality
documentation metrics.
Participants
The participants included in this study were primarily staff. The staff that received the
education included the following: physicians, PAs, RNs, LPNs, MAs, business office
coordinators, the practice manager, and social workers. The staff members that utilized the
documentation tools presented in the education session include the physicians, PAs, RNs, LPNs,
and MAs. Patients were indirectly involved as de-identified organizational data was extracted
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from the EHR regarding quality metric documentation that was performed based on patient
needs.
Measurement: Sources of Data and Tools
Quality metric baseline data regarding documentation was collected by an informatics
specialist within the organization through a quality reporting program. The variables for quality
metrics included smoking cessation and BMI screening. Baseline data was extracted from the
2017 UDS reporting, and specifically for the providers in this FQHC, as they represent a portion
of the UDS reporting, for a window of time six weeks prior to the implementation. The
retrospective data that was collected for the providers reflected a timeframe of six weeks post
implementation at this FQHC (see Appendix F for Data Collection Table). The focus was on the
percentage of documentation completed for smoking cessation and BMI screening by each
provider within the FQHC. Line charts, bar graphs, and tables will be utilized to display the data
and chi-square tests will be utilized to examine observed versus expected results. The goal was to
have an increase in the percentage of documentation for smoking cessation and BMI screening
post implementation to meet the 80% benchmark for the organization and UDS reporting. This
will result in the ultimate goal to increase the quality documentation to meet the quality metric
benchmarks for UDS reporting. Data collection was performed to measure the impact of the staff
education session as well. The impact of the educational session was measured by utilizing a
Likert scale pre-/post-education survey (See Appendix E). The level of knowledge in the areas of
UDS reporting, quality indicators, and EHR functions was assessed, as knowledge change is one
variable of interest. The various statements from the Likert pre/post-education survey will result
in data to be analyzed utilizing the Wilcoxon Signed-Rank test to determine the significant of the
knowledge increase.
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Steps for Project Implementation
Steps for implementation of the project are as follows (Appendix H):
1. Completed proposal and acceptance of project by faculty at GVSU and Key stakeholders
within organization by April 2, 2018
2. Gained IRB approval from GVSU and Organization by April 28, 2018
3. Presented proposed plan to key stakeholders at the organization for final approval for
project implementation by May 1, 2018.
4. Gathered quality metric data from last year and the data for six weeks prior to May 13,
2018 by May 5, 2018.
5. Developed the quality protocol for this pilot study that includes:
a.

A standard process to educate new providers and support staff on UDS reporting

b. Ensure that encounter plans and order sets are being utilized by providers and
support staff
c. Ensure support staff are able to cue up BMI order sets appropriately
d. Monitor changes in UDS reporting
e. Monitor quality performance
f. Maintain encounter plan and order set accuracy
g. Completed by May 10, 2018
6. Ensured education is created for staff and providers covering UDS reporting, quality
indicators, and EHR tool utilization by May 10, 2018.
7. Presented education to staff, providers, and the practice manager at a staff meeting on
May 10, 2018.
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8. Staff completed the pre-/post-education Likert survey between on May 10, 2018 before
and after the education session on May 10, 2018.
9. With the help of an informatics specialist, created the encounter plan for smoking
cessation and ensured that the order sets were accurate and active for BMI documentation
by May 10, 2018.
10. Ensured providers have been assigned the encounter plan for smoking cessation and the
support staff is ready to cue up the BMI order sets by the start of implementation on May
13, 2018.
11. Analyzed data regarding educational sessions utilizing the Wilcoxon Signed-Rank test to
measure the change in knowledge as a result of the education session by May 16, 2018
12. Provided support for staff and providers with hands on documentation utilizing the
encounter plans and order sets from May 13, 2018 until June 22, 2018.
13. Collected data on providers percentage of documentation for smoking cessation and BMI
screening on June 22, 2018.
14. Analyzed the percentage of documentation data to determine if there was an increase,
decrease, no change, and if the 80% documentation benchmark has been met by June 28,
2018.
15. Present results to key stakeholders, and make the education available as part of their
quality protocol at all FQHCs within the organization, if approved by key stakeholders by
July 30, 2018.
16. Ensure that the informatics specialists can continue to monitor quality metric changes and
update encounter plans and order sets as needed by July 30, 2018.
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17. Ensure the practice manager can monitor quality performance via the quality dashboard
that the organization is implementing to provide timely and continuous feedback to
providers by July 30, 2018.
18. Place the education in a web-based form for new employees and the other FQHCs by
July 30, 2018.
Project Evaluation Plan
The final project was evaluated based on the following clinical question and a clinical sub
question: Will the development of a quality protocol that includes education for providers and
support staff regarding UDS reporting and EHR functionality, improve provider quality metric
documentation to meet selected benchmarks at a West Michigan FQHC? This was evaluated
with the support of an informatics specialist at the organization pulling data for each provider at
this FQHC for their percentage of documentation on smoking cessation and BMI screening
documentation prior to and post education. This assisted in determining if this project had a
positive impact on improving quality metric documentation to meet benchmarks of 80% to
improve the quality measures impacting UDS reporting. This was answered utilizing the clinical
question and one sub question as well as the acceptance of the quality protocol at this FQHC and
the other FQHCs within the organization. The clinical sub questions was as follows: Will
knowledge of providers and support staff improve after an educational session on UDS reporting,
quality indicators, and EHR functionality? This was evaluated utilizing a Likert scale survey pre/post-education that was then be analyzed with the utilization of the Wilcoxon Signed-Rank test.
The Wilcoxon Signed-Rank test was performed on each of the statement scores from the
questionnaire (Appendix E).
Ethics and Human Subjects Protection

37

All data for this project was collected in a de-identified manner. The Likert survey was
conducted with no identifying information and the information regarding provider
documentation was collected by an informatics specialist for the organization and blinded to the
DNP student. The facilitator was granted access to the EHR for the organization for the duration
of the project implementation and kept all information on the secured network provided by the
organization. The reports on quality data was stored as secure data in the organization’s data
base. This project was submitted to the University Human Research committee and the
organization’s Human Research committee for IRB approval and was determined to be a Quality
Improvement project.
Budget
The cost for this project was primarily connected to the time that the DNP facilitator was
providing to the organization. The education session was completed during a staff meeting and
did not incur any additional cost for reimbursing staff. The other cost incurred was due to the
informatics specialist assisting with the encounter plan, order sets, and data extraction. The time
that the informatics specialist spent on this was approximately six hours. At a rate of $28.50 per
hour the cost incurred for this project is $171.00 (Appendix G). The potential return in incentives
and grants counter this cost, but unfortunately reimbursement cannot be specifically calculated
until reporting occurs. The role of the DNP student facilitator was made in an in-kind donation
of time.
Stakeholder Support
Stakeholder support was key to the success of the quality improvement protocol to
improve documentation on quality metrics for improved UDS reporting. This initiative focused
on the development of a quality protocol that includes education for staff and providers for the
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improvement of BMI and smoking cessation documentation. The organization is focused on
improving these areas, as there have been struggles with the previous documentation. The
preliminary 2017 UDS report and additional baseline data will support this need for
improvement. Leadership supports the efforts to improve quality indicator documentation to
positively impact quality reporting and improve reimbursement potential. The leadership support
is present from the director of the FQHC outreach clinics, the practice manager, the lead
physician, the lead RN, and also the entire staff. If this initiative is successful at this FQHC, the
protocol will be implemented at all of the FQHCs within the organization.
Sustainability
Sustainability is imperative to consider when implementing a new initiative. The
sustainability plan for this project involves maintaining a quality protocol that includes the
following: a plan for educating new hires on UDS reporting, quality indicators, and EHR
functionality; the identification of an individual within the organization to monitor the quality
dashboard that is being implemented by the organization to provide regular feedback to
providers and staff regarding quality metric documentation; lastly, updating order sets and
encounter plans for the various quality indicators. The encounter plans and order sets could also
be expanded to other quality indicators not included in this project. The informatics specialist
currently creates the quality indicator user manual and will assist with the additions to the
manual that this project entails. The informatics specialist will be a key player to the
sustainability of the updates and use of order sets and quality indicators into the future. The
implementation of the education and EHR tools at the additional FQHCs will allow for
sustainability at all locations. The education will be made available in a web-based format for
ease of reuse with new staff. The greatest challenge to sustainability is the fact that the UDS
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reporting is updated annually and will require alterations to the order sets and encounter plans. It
will be necessary to have the practice manager, a clinician, and the informatics specialist monitor
changes to ensure that the updates are met with the correct alterations to the order sets and
encounter plans for appropriate quality indicator documentation. The practice manager and
designated clinician can work together to provide providers with performance feedback and
updates on metric changes.
Implications for Practice
This protocol allows for continued education of staff and providers regarding UDS
reporting, as well as how to optimize the use of their current EHR functionality. The quality
protocol will include a recommendation that the practice manager utilizes the new quality
dashboard to monitor performance and provide feedback to providers and staff. The encounter
plans and order set updates will be managed by the informatics specialist. The education for new
staff and the other FQHCs will be placed in a web based system for ease of delivery. There are
annual updates provided from HRSA regarding UDS reporting that require attention in order to
remain compliant. The goal will be to remain at the 80% quality metric benchmark as that goal
will ease any adjustments that result from UDS reporting changes. Utilizing a quality protocol
could create uniform practice at all of the FQHCs resulting in improved incentives and grants
from the Health Service and Resource Administration. Ultimately, staff and providers will have a
better understanding of the UDS reporting requirements and EHR functionality resulting in not
only improved documentation, but will also allow for optimal patient outcomes.
Plan for Dissemination of Outcomes
The impact and results of this project will be presented to key stakeholders within the
organization. The success of the project will determine if replication occurs at the other FQHCs
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within the organization. The outcomes will be presented to the DNP project team as part of the
scholarly process for the project. The final report for the project will be published to Scholar
Works© at Grand Valley State University. An additional goal is for the final report to be
published in a quality improvement journal. If the opportunity presents itself, dissemination will
also occur within professional organizations via poster presentations. It is important that positive
outcomes from quality initiatives are disseminated to other organizations in order to improve
outcomes for broader patient populations across the United States.
Conclusion
In conclusion, this proposal presents a compelling case for a quality protocol that
includes educating staff, ensuring they are utilizing the EHR tools available to the fullest
capacity, monitoring changes in UDS reporting, and monitoring quality performance with
provider feedback. This project makes a valuable contribution to the improvement of quality
indicator documentation to assist with improved quality reporting for UDS measures. This was a
timely project as the organization has had the new EHR platform for just over two years and staff
and providers are comfortable with the EHR platform, but could utilize EHR tools more
effectively. Educating staff in regard to UDS reporting and EHR tool utilization can have
positive outcomes not only on quality documentation and reporting, but also improved patient
outcomes, and ultimately improved reimbursement, grants, and incentives. The quality protocol
would coincide with current efforts within the organization and offers a plan for new staff and
providers to have additional education regarding UDS reporting and the EHR system. The
protocol will also make recommendations for individuals to monitor changes in the UDS
reporting and perform the necessary updates to the EHR tools as needed. The organization’s
work towards a quality dashboard fits well within the protocol for practice managers to monitor
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provider performance and offer the appropriate feedback. The ultimate goal is to implement the
quality protocol at all five of the FQHCs to provide quality care to all patients that enter any of
the FQHCs and ensure that quality benchmarks are met for optimal UDS reporting.
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Appendix A: Organizational Chart
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Appendix B: The Donabedian Model

Structure

Outcomes

Process

Figure 2. Conceptual framework for phenomenon of interest. Adapted from “The quality of care:
How can it be assessed?,” by A. Donabedian, 1988, Journal of American Medicine, 260(12), p.
1743-1748. Copyright 1988 by American Medical Association.
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Appendix C: The PARiHS Framework

Figure 3. Implementation framework. Reprinted from “Enabling the implementation of evidence
based practice: a conceptual framework,” by A. Kitson, G. Harvey, & B. McCormack, 1998,
Quality in Health Care: QHC, 7, p. 149-158. Copyright 1998 by Quality in Health Care.
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Appendix D: The McKinsey 7S Model

Figure 1. The Mckinsey 7S Model. Reprinted from “Strategic Management Insight.” (2013).
McKinsey 7S model. In Strategic Management Insight. Retrieved from
https://www.strategicmanagementinsight.com/tools/mckinsey-7s-model-framework.html
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Appendix E: Pre-/Post-Survey for Staff Education
For each of the statements below, circle the response that best characterizes how confident you
feel about the statement, in which 1= Strongly Disagree, 2=Disagree, 3=Neutral, 4=Agree, and
5=Strongly Agree
Strongly
Disagree

Disagree Neutral Agree Strongly
Agree

I am able to describe what Uniform
Data System (UDS) reporting includes

1

2

3

4

5

I am able to describe why UDS
reporting is performed

1

2

3

4

5

I am able to describe the importance
of Quality Indicators

1

2

3

4

5

I am able to describe my
responsibilities in documenting
Quality Indicators in the EHR

1

2

3

4

5

I am able to describe how to utilize
encounter plans

1

2

3

4

5

I am able to describe how to utilize
the BMI order sets

1

2

3

4

5

I am able to describe how the
appropriate encounter plans are
triggered in the EHR

1

2

3

4

5

Please list any comments or concerns you have related to this quality improvement education:
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Appendix F: Data Collection Table
Variable
Provider
Knowledge

Preventive
Care and
Screening:
Body Mass
Index (BMI)
Screening
and FollowUp

Preventive
Care and
Screening:
Tobacco
Use:
Screening
and
Cessation
Intervention

Measurement
Change in staff and
provider knowledge
regarding Uniform
Data System
reporting (Questions
1-2)
Change in staff and
provider and staff
knowledge related to
quality indicators
(Questions 3-4)
Change in staff and
provider knowledge
related to encounter
plans and order sets
within the Athena
Health EHR system
(Questions 5-7)
Percentage of
patients aged 18 and
older with (1) BMI
documented and (2)
follow-up plan
documented if BMI
is outside normal
parameters

Percentage of
patients aged 18
years and older who
(1) were screened
for tobacco use one
or more times within
24 months and if
identified to be a
tobacco user (2)
received cessation
counseling
intervention

Data
Location

Collection
Method

Data
Collector

Baseline Data

Pre/post
Survey

Manual
collection

Doctoral
Student –
information
de-identified
to student

Pre-education
on 5/10/2018

Post
Implementation
Data
Post-education on
5/10/2018

Pre/post
Survey

Manual
collection

Pre-education
on 5/10/2018

Post-education on
5/10/2018

Pre/post
Survey

Manual
collection

Doctoral
Student –
information
de-identified
to student
Doctoral
Student –
information
de-identified
to student

Pre-education
on 5/10/2018

Post-education on
5/10/2018

Quality
measure
reporting
from EHR
utilizing ICD
10 codes
E66-, Z68,
(excludes
Z68.1,
Z68.20Z68.24,
Z68.51,
Z68.52)
Quality
measure
reporting
from EHR
utilizing
ICD 10 code
F17.210
And CPT
codes 99406
and 99407

Quality
report
query
within
Athena
Health
EHR

Informatics
specialist at
West
Michigan
FQHC –
information
de-identified
to student

Collected for
2017 and the
six weeks preeducation and
implementation

Collected
retrospectively for
the six weeks posteducation and
implementation

Quality
report
query
within
Athena
Health
EHR

Informatics
specialist at
West
Michigan
FQHC –
information
de-identified
to student

Collected for
2017 and the
six weeks preeducation and
implementation

Collected
retrospectively for
the six weeks posteducation and
implementation
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Appendix G: Implementation Budget
Position
Informatics Specialist
DNP Student (in-kind
donation)

Grand Total

Hourly Wage Dedicated Time for Data
Collection and EHR Support
$28.50
6 hours

Total Cost

$41.00

$1681.00

40 hours

$171.00

$1852.00
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Appendix H: Project Timeline

April 2

April 28

May 5

•Complete proposal and acceptance of project by faculty at GVSU and Key stakeholders within organization

•Gain IRB approval from GVSU and Organization

•Present proposed plan to key stakeholders at the organization for final approval for project implementation

•Gather quality metric data from last year and the data for six weeks prior to April
May 10 •Develop the quality protocol for this pilot study

May 10

•Ensure education is created for staff and providers covering UDS reporting, quality indicators, and EHR tool
utilization
•Present education to staff, providers, and the practice manager at a staff meeting

May 10 •Staff will complete the pre-/post-education

•With the help of an informatics specialist, create the encounter plan for smoking cessation and ensure that the
May 10 order sets are accurate and active for BMI documentation
•Ensure providers have been assigned the encounter plan for smoking cessation and the support staff is ready to
May 13 cue up the BMI order sets by the start of implementation
•Provide support for staff and providers with hands on documentation utilizing the encounter plans and order
May 13 sets from may 13, 2018 until June 22, 2018.

May 16

June 22

June 28

July 26

•Analyze data regarding educational sessions utilizing Wilcoxon Signed-Rank tests to measure the change in
knowledge as a result of the education session

•Collected data on providers percentage of documentation for smoking cessation and BMI screening .

•Analyze the percentage of documentation data to determine if there was an increase, decrease, no change, and
if the 80% documentation benchmark has been met utilized Chi-Squared test to determine significance
•Present results to key stakeholders, and make the education available as part of their quality protocol at all
FQHCs within the organization, if approved by key stakeholders
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Structured Abstract
Background: A West Michigan Federally Qualified Health Center (FQHC) must complete
annual uniform data system (UDS) reporting on quality indicator metrics to receive grants and
incentives from the Health Resources and Service Administration (HRSA). A pilot project was
conducted at one of the five FQHC clinics seeking to improve quality indicator documentation
benchmarks. Objectives: The objectives included completing an education session, monitoring
the use of EHR tools, and analyzing documentation for BMI screening and smoking cessation
quality indicators. Methods: A Likert survey and Wilcoxon Signed-Rank Test were utilized to
evaluate the education session. The percentage of documentation that satisfied specific quality
indicator measures was analyzed utilizing Chi-Square tests. Results: The educational session
showed significant knowledge increase for staff and providers. The percentage of smoking
cessation and BMI screening documentation that satisfied the quality indicator measures both
increased. Conclusions: The implementation of this quality indicator protocol had a positive
impact on improving quality benchmark scores and quality reporting and should be replicated at
the other FQHC sites. Implications: This quality indicator protocol allows for system level
improvement opportunities to optimize quality reporting resulting in increased grants and
incentives as a FQHC and increased revenue with the shift to quality based reimbursement.
Keywords: ‘quality indicators’, ‘electronic health records’, ‘federally qualified health centers’,
‘uniform data system reporting’, ‘health resource and service administration’
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A Quality Protocol for a Federally Qualified Health Center: A Pilot Project
Introduction
The Health Resources and Service Administration (HRSA) allocates funds to Federally
Qualified Health Centers (FQHCs) via grants and incentives based on Uniform Data System
(UDS) reporting (Health Resources and Service Administration [HRSA], 2017). Federally
Qualified Health Centers must complete annual uniform data system (UDS) reporting to receive
grants and incentives from HRSA. A local West Michigan clinic is one of five clinics belonging
to a larger organization that qualified for FQHC status based on serving the homeless population.
Since the transition to the new Athena Health Electronic Health Record (EHR) platform in
January 2016, there has been a concern with not meeting the 80% benchmark for quality
indicator documentation that satisfies the requirements for UDS reporting. The reports must be
generated from the FQHC’s own EHR, as the UDS reports are not generated through insurance
claims. The UDS reporting for 2017 fell short of compliance in certain quality indicator
documentation for this West Michigan FQHC. The 80% benchmark compliance was met for
smoking cessation at 84% for all FQHCs, but was not met for all measures, for example, BMI
screening was 52% for all the FQHCs and 37% at the clinic site for this pilot project. It is
imperative that there is optimal use of EHR tools to facilitate documentation. A standardized
quality protocol in place at all FQHC sites could provide optimization to improve quality
documentation and UDS reporting.
The McKinsey 7S model (Figure 1) was utilized for an organization assessment and it
was discovered that the organization was well aligned in several areas, but gaps were identified
within the systems, staff, and skills sections of the model design (Waterman, Peters, & Phillips,
1980). The Donabedian Model was utilized as a conceptual framework to explore the gaps
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including quality metric reporting, EHR capabilities, and educating staff (Donabedian, 1988).
Through the application of the model (Figure 2), the structure and processes were examined to
facilitate reaching benchmarks for quality outcomes. Providers and support staff only receive
two days of training with the Athena Health EHR and are not specifically trained on utilizing the
encounter plans or order sets that are designed to improve documentation of quality measures.
Therefore, a need was identified for further education for staff and providers regarding UDS
reporting, encounter plans, and how to utilize the tools available in Athena Health to facilitate
quality indicator documentation.
Evidence impacting the implementation of a quality indicator protocol was identified
(Table 1). First, there needs to be an EHR in place with capabilities to monitor the accuracy of
documentation (Barkhuysen et al., 2014; Jones & Furukawa, 2014). Second, smaller practices
with less internal and external support will struggle with EHR implementation to improve quality
(Goetz-Goldberg et al., 2012). Third, there is a gap in general medical education for the
utilization of EHR technology and a need for new teaching and learning strategies to capitalize
on the potential of EHR technology (Atwater et al., 2016). Fourth, it is clear that utilizing high
functioning EHR tools such as order sets, reporting technology, clinician feedback, and
documenting appropriately can improve quality performance, quality indicator documentation,
quality metrics, quality indicator reporting, and patient outcomes (Ancker et al., 2015;
Campanella et al., 2016; Frimpong et al., 2013; Persell et al., 2011). Finally, educating end-users
with a multifaceted approach with both web-based and hands-on learning for EHR functions,
quality measures, and the documentation process will improve quality documentation and
promote high quality patient care (Esper & Walker, 2015; Nicklaus et al., 2015).
The purpose of this Doctor of Nursing Practice (DNP) project was to implement a quality
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protocol that includes education and EHR function utilization at a FQHC by addressing the
following clinical question: Will the development of a quality protocol that includes education
for providers and support staff regarding UDS reporting and EHR functionality, improve
provider quality metric documentation to meet selected benchmarks at a West Michigan FQHC?
To address the educational portion of the protocol a clinical sub-question was utilized. Will
knowledge of providers and support staff improve after an educational session on UDS reporting,
quality indicators, and EHR functionality?
The objectives of this quality improvement project included the following.
•

Collecting baseline and post intervention quality metric documentation and pre-post
educational surveys

•

Developing the encounter plan and ensuring the order sets were in place

•

Completing the education for staff and providers

•

Monitoring the performance of staff and providers, and providing support and feedback

•

Presenting the findings to the key stakeholders to consider the adoption across all FQHC
clinics within the organization.
Methods
The design for this project was guided by the Promoting Action on Research

Implementation in Health Services (PARiHS) framework that represents the complexity of
implementing research-based practice and to assist with successful implementation while
integrating the nature of the evidence, the context of the proposed change, and the mechanism of
facilitation (Figure 3) (Kitson, Harvey, & McCormack, 1998; Rycroft-Malone, 2004). The plan
for this project was based on moderate to high evidence supporting the changes involved in
incorporating education into a quality protocol. Evidence is clear that utilizing high functioning
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EHR tools such as best practice advisories, order sets, and reporting technology appropriately
can improve quality performance, quality indicator documentation, quality metrics, quality care,
quality indicator reporting, and patient outcomes (Ancker et al., 2015; Campanella et al., 2016;
Frimpong et al., 2013; Persell et al., 2011). Evidence also supports educating end-users with a
multifaceted approach with both web-based and hands-on learning for EHR functions, quality
measures, and the documentation processes (Esper & Walker, 2015; Nicklaus et al., 2015).
Therefore, the quality indicator protocol incorporated EHR tools, encounter plans and order sets,
and the education of staff and providers in person and via a web-based format for future use.
In initiating the quality indicator protocol, the DNP student enacted the role of facilitator,
leading the education session and supporting staff and providers at the pilot location. Key
personnel from the informatics team assisted with data extraction, as well as order set and
encounter plan creation and maintenance. The participants impacted by this project included the
primary care physicians (PCPs), physician assistants (PAs), registered nurses (RNs), licensed
practical nurses (LPNs), medical assistants (MAs), business office coordinators, the practice
manager, and social workers that attended the education session and the documentation tools
were utilized by the PCPs, PAs, RNs, LPNs, and MAs. Patients were indirectly involved as deidentified organizational data was extracted from the EHR regarding quality metric
documentation.
Intervention and Approach
The implementation included several steps, beginning with an IRB determination as a
quality improvement project obtained from the university and the organization. A seven-step
quality indicator protocol was created (Figure 4). The baseline documentation metric data for
BMI screening and smoking cessation was collected for each provider at the pilot clinic for 2017
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and six weeks prior to implementation. The education for staff was presented week one. A prepost education Likert survey was conducted to evaluate the impact of the education session.
Analysis of the pre-post educational surveys was conducted utilizing the Wilcoxon SignedRanked test. With the assistance of an informatics specialist, the encounter plan for smoking
cessation was created and the order sets were current for BMI screening and both were active for
documentation week one. It was ensured that support staff was ready to initiate the BMI order
sets and the smoking cessation encounter plans for providers by the start of week one
implementation. Support was provided for staff and providers with hands on documentation
utilizing the encounter plans and order sets from week one through week six. At the end of week
six, retrospective documentation data for BMI screening and smoking cessation was collected for
the 6-week time period post-implementation. The percentage of documentation for BMI
screening and smoking cessation was analyzed using Chi-Square tests. Finally, the findings
were presented to key stakeholders within the organization to ensure that the quality indicator
protocol could be sustained in this clinic with existing personnel.
Measures and Analysis
To examine the impact of the recommended quality indicator protocol, it was imperative
to measure the pre-post intervention quality metric documentation data. The data was collected
and de-identified by an informatics specialist within the organization through a quality reporting
program within the Athena Health EHR. The variables for quality metric data included BMI
screening documentation as it fell short of the 80% benchmark and smoking cessation
documentation as a way to trial the use of an encounter plan, an EHR tool to facilitate provider
documentation. Baseline data included percentage documentation completed by the specific
providers in this FQHC and was extracted from the 2017 UDS reporting and retrospectively for
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six weeks prior to and six weeks post implementation at this FQHC (Table 2). The focus was on
the percentage of documentation completed for BMI screening and smoking cessation by each
provider within the pilot location.
The impact of the educational session was measured by utilizing a Likert scale pre-/posteducation survey (Figure 5). The Likert survey was developed by the DNP student to rank
responses in order to examine the level of knowledge change in the areas of UDS reporting,
quality indicators, and EHR functions. The Likert survey data for the pre-post education groups
was analyzed for significance utilizing the Wilcoxon Signed-Rank test due to the functionality of
the test to analyze and compare data that was paired by group. The Chi-Square test was chosen to
examine the expected and observed frequencies of the combined documentation metrics for BMI
screening and smoking cessation for all the encounters for the providers within the pilot location.
Ethical Considerations
Prior to project implementation an IRB determination as a quality improvement project
was reached by the University and organization’s Human Research committee. All data for this
project was de-identified. The Likert survey was conducted with no identifying information for
the participants. The information regarding provider documentation was collected by an
informatics specialist employed by the organization and blinded to the facilitator. The facilitator
was granted access to the EHR for the organization for the duration of the project
implementation and kept all information on the secured network provided by the organization.
The reports on quality data were stored as secure data in the organization’s data base.
Results
The educational session had a total of 22 attendees with 19 pre-education and 20 posteducation surveys returned (Table 3). The surveys were not paired per individual, but were
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examined as groups and an increase in knowledge was identified for the group of staff and
providers. The Wilcoxon scores showed significant results for each question on the Likert
survey. Questions one and two on the survey focused on knowledge related to UDS reporting
and showed significant increase in knowledge for the group (p<0.001). Questions three and four
focused on knowledge related to quality indicators and showed significant increase in knowledge
for the group (p<0.001). Questions five through seven focused on knowledge related to the EHR
tools and showed significant increase in knowledge for the group (p<0.001). The Wilcoxon mean
scores validate these significant increases for the scores on the post-education survey (Table 4).
There were multiple encounters for BMI screening and smoking cessation over the
timeframe of data collection. For the six weeks prior to implementation, there were 304
encounters for BMI screening followed by 352 encounters during the 6 weeks postimplementation. The percentage of documentation for BMI screening encounters for all
providers during the 6 weeks prior to implementation was 45% and increased to 47% for the 6
weeks post-implementation (Table 5). This collective provider documentation data for BMI
screening was evaluated utilizing the Chi-Square test and was not significant (p=0.5837). There
were notable increases for two providers, with provider four increasing from 40% to 48%
satisfied documentation and provider five increasing from 23% to 35% satisfied documentation
(Table 6). These percentages remain below the 80% benchmark.
For the six weeks prior to implementation, there were 247 encounters for smoking
cessation followed by 294 encounters during the 6 weeks post-implementation. The percentage
of documentation for all smoking cessation encounters for all providers during the 6 weeks prior
to implementation was 89% and increased to 93% for the 6 weeks post-implementation (Table
5). The collective provider documentation data for smoking cessation was evaluated utilizing the
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Chi-Square test and was not significant (p=0.2150). All of the providers were above the 80%
benchmark for smoking cessation pre-implementation and three providers increased their
percentage post-implementation (Table 6).
Discussion
The quality indicator protocol allows for consistent workflow and standard education for
staff and providers regarding UDS reporting, as well as how to optimize the use of their current
EHR functionality. The quality protocol includes a recommendation that the practice manager
monitors performance and provides feedback to providers and staff. The encounter plans and
order set updates will be managed by the informatics specialist. The education for new staff and
the other FQHCs will be placed in a web based system for ease of delivery. The annual updates
provided from HRSA regarding UDS reporting may require modifications to how quality metrics
are satisfied resulting in changes to order sets or encounter plans to ensure documentation is
current to remain compliant.
The implementation of the quality indicator protocol at the pilot site revealed that the
education session has a positive impact on staff and providers with a significant increase in
knowledge regarding UDS reporting, quality indicators, and how to utilize the EHR tools. The
education session was a 30-minute portion of a regular staff meeting, which ensures attendance
and reduces additional costs. It is recommended in the quality indicator protocol to utilize
education for new staff via a web based format. The positive results and the ease of delivering
the education session at staff meetings and web-based in the future, allows for a consistent
approach while implementing the quality indicator protocol at the other FQHC sites.
The intent of implementing a quality indicator protocol reaches beyond consistent
workflow and seeks to improve the percentage of documentation that satisfies the quality
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indicator metrics for BMI screening and smoking cessation. The goal is to attain and then
maintain at or above the 80% benchmark for all quality metrics. As noted in table 5, the increase
for BMI documentation was 45% to 47%. There were positive increases in documentation with
provider four having an 8% increase and provider five having a 12% increase (Table 6). Overall,
the gap between the lowest and the highest performing providers within the clinic for satisfying
the BMI screening documentation metric was reduced. The pre-implementation BMI screening
documentation that satisfied the quality metric ranged from 23% to 66% and the postimplementation range was 35% to 68%. The gap from the lowest performer to the highest
performer was reduced from a range of 43% to 33% (Figure 6), showing a 10% reduction in the
performance gap.
As noted in table 5, the increase for smoking cessation documentation was 89% to 93%,
which maintained above the benchmark. The goal was to examine how utilizing an encounter
plan for documenting the smoking cessation could impact satisfying the quality indicator metric
and the results showed that the encounter plan was effective. A 15% increase was noted for
provider one during the 6 weeks post-implementation (Table 6). The gap from the lowest to the
highest performing provider remained at a 13% difference, but the low percent was 82% and the
high was 95% for pre-implementation and was 87% and 100% post-implementation (Figure 7).
The increase in satisfying the quality indicator metrics were not statistically significant,
but there was a percentage increase for documentation satisfying BMI screening and smoking
cessation quality metrics. The implementation of a quality protocol that included education,
utilization of EHR tools by support staff and providers, monitoring performance, and providing
feedback was requested by the organization to pilot for a consistent approach at all five FQHC
clinics. The structure is in place for the organization with the Athena Health EHR platform and
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the quality indicator protocol. The process for educating staff, utilizing the EHR tools, support
staff cueing up the order sets and encounter plans, as well as leadership monitoring performance
and providing feedback to staff is now outlined in the protocol for this clinic and potentially all
the FQHC clinics (Figure 8). The quality indicator protocol can improve outcomes for the
organization and provide continuity and consistency when implemented at all the FQHC sites.
Limitations
One limitation of this pilot project was the timeframe of only six weeks of data collection
following the education session and implementation of the encounter plans and order sets. This
timeframe may have limited the increase in the percentage of satisfied quality indicator
documentation. A second limitation of the project was that the encounter plan for smoking
cessation was not populating in the assessment and plan when support staff entered smoking
cessation as the reason for visit, which should have occurred. This can be addressed at future
locations with documentation checks at the site and hands on support from the informatics
specialist. A third limitation relates to population health with the challenges of serving the
homeless population. Discussing BMI results with homeless patients is not always appropriate as
the patients may not have the resources to make the appropriate lifestyle changes to improve
their BMI. The sample size at the pilot FQHC limits the generalizability to other organizations,
but does not necessarily limit expanding the protocol to the other FQHCs within the
organization. The quality indicator protocol allows for a consistent approach for all the FQHC
locations where a greater impact could be examined over a longer timeframe.
Conclusion
The implementation of the quality indicator protocol resulted in improved quality metrics
and increased knowledge, both of which can have a positive impact on reaching quality
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benchmarks and improving quality reporting. Therefore, the protocol should be maintained at the
pilot location and implemented at the other FQHC clinics to create continuity and consistency.
The protocol recommends that education be made available in a web-based format for ease of
education with new staff. Sustainability must be addressed as the UDS reporting requirements
are updated annually. It is recommended that the director, practice manager, lead physicians,
lead RNs, and informatics specialist work as a team to monitor the changes in UDS reporting
requirements and ensure that staff and providers are updated annually to the changes that have
occurred. It is recommended that the informatics specialist will maintain and modify the
encounter plans and order sets for accuracy as needed to satisfy changes made in UDS reporting
requirements. It is also recommended that the practice manager at each location will monitor
quality performance on a monthly basis and ensure that providers are aligned with the correct
panel of patients to allow for the accurate data input and extraction. The practice manager, lead
physician, and lead RN will work together to provide appropriate performance feedback to staff
and providers within the organization.
Implications for Practice and Further Study in the Field
This quality indicator protocol allows for system level improvement opportunities to
optimize quality reporting, which could potentially result in increased grants and incentives as a
FQHC and increased revenue with the shift to quality based reimbursement. The grants and
incentives available as a FQHC are based on the quality measures involved with UDS reporting.
Michigan FQHCs have been awarded over 2.6 million dollars during fiscal year 2017 (HRSA,
2017). This protocol creates a standardized approach for all the patients served at this FQHC.
The further implementation of the protocol at all the FQHC sites could positively impact
population health, if standardization can optimize care delivery for the homeless population
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served. This pilot project exemplifies how the utilization of a DNP prepared nurse practitioner
can impact quality improvement at the system level of an organization resulting in improved
outcomes. It is recommended that future projects have extended timeframes as well as examine
order sets and encounter plans for the other quality indicator measures required for UDS
reporting. The evidence-based quality indicator protocol provides a tool to guide consistent staff
and provider education and documentation, that can be replicated at all the FQHC clinics in the
organization to improve reimbursement and quality metric reporting.

68

Figures
Figure 1: The McKinsey 7S Model

Figure 1. The Mckinsey 7S Model. Reprinted from “Strategic Management Insight.” (2013).
McKinsey 7S model. In Strategic Management Insight. Retrieved from
https://www.strategicmanagementinsight.com/tools/mckinsey-7s-model-framework.html
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Figure 2: The Donabedian Model

Structure

Outcomes

Process

Figure 2. Conceptual framework for phenomenon of interest. Adapted from “The quality of care:
How can it be assessed? by A. Donabedian, 1988, Journal of American Medicine, 260(12), p.
1743-1748. Copyright 1988 by American Medical Association.
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Figure 3: The PARiHS Framework

Figure 3. Implementation framework. Reprinted from “Enabling the implementation of evidence
based practice: a conceptual framework,” by A. Kitson, G. Harvey, & B. McCormack, 1998,
Quality in Health Care: QHC, 7, p. 149-158. Copyright 1998 by Quality in Health Care.
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Figure 4: Quality Indicator Protocol
Step 1 - A current standardized process, to be annually reviewed and developed to educate
new providers and support staff on UDS reporting via the current web-based system within
the organization.
Step 2 - With appropriate education, encounter plans and order sets can be utilized by
providers and support staff. The current order sets include BMI screening. The current
encounter plans include smoking cessation.
Step 3 - With appropriate education and ongoing support, the support staff initiate BMI order
sets and encounter plans appropriately.
Step 4 - The practice managers at each location monitor quality performance on a monthly
basis and ensure that providers are aligned with the correct panel of patients to allow for the
accurate data input and extraction.
Step 5 - The practice manager works with the lead physician and lead RN to provide
feedback to providers and support staff based on quality performance every month. Coaching
and reeducation completed as needed for staff and providers.
Step 6 - The director, practice manager, lead physicians, lead RNs, and informatics specialist
work as a team to monitor the changes in UDS reporting requirements and ensure that staff
and providers are updated annually to the changes that have occurred.
Step 7 - The informatics specialist maintains and modifies the encounter plans and order sets
for accuracy as needed to satisfy changes made in UDS reporting requirements.
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Figure 5: Pre-/Post-Survey for Staff Education
For each of the statements below, circle the response that best characterizes how confident you
feel about the statement, in which 1= Strongly Disagree, 2=Disagree, 3=Neutral, 4=Agree, and
5=Strongly Agree
Strongly
Disagree

Disagree Neutral Agree Strongly
Agree

I am able to describe what Uniform
Data System (UDS) reporting includes

1

2

3

4

5

I am able to describe why UDS
reporting is performed

1

2

3

4

5

I am able to describe the importance
of Quality Indicators

1

2

3

4

5

I am able to describe my
responsibilities in documenting
Quality Indicators in the EHR

1

2

3

4

5

I am able to describe how to utilize
encounter plans

1

2

3

4

5

I am able to describe how to utilize
the BMI order sets

1

2

3

4

5

I am able to describe how the
appropriate encounter plans are
triggered in the EHR

1

2

3

4

5

Please list any comments or concerns you have related to this quality improvement education:
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Figure 6: Documentation Percentage Ranges Satisfying BMI Screening

Documentation % for Satisfying BMI Screening
80%
70%

68%

66%

60%
50%

48%
43%

40%
39%

40%

37%
35%

30%
23%

20%

BMI Screening
Pre-Intervention
Provider 1

Provider 2

BMI Screening
Post-Intervention
Provider 3

Provider 4

Provider 5

Provider 1, n=135; Provider 2, n=148; Provider 3, n=155; Provider 4, n=139; Provider 5 n=79
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Figure 7: Documentation Percentage Ranges Satisfying Smoking Cessation

Documentation % for Satisfying Smoking Cessation
105%
100%
97%

100%
95%
90%

95%
92%
90%

85%

86%

90%
88%
87%

82%

80%
75%
70%

Smoking Cessation
Pre-Intevention
Provider 1

Provider 2

Smoking Cessation
Pre-Intevention
Provider 3

Provider 4

Provider 5

Provider 1, n=106; Provider 2, n=133; Provider 3, n=125; Provider 4, n=109; Provider 5 n=68
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Figure 8: Process Mapping for Quality Protocol
Structure
EHR Platform
Quality Indicator Protocol

Outcomes
Increased Knowledge
Quality Indicator Documentation

Process
Quality Indicator Protocol:
Education, Utilizing EHR Tools,
Monitoring Performance
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Tables
Table 1: Literature Synthesis Table
Source

Design

Sample

Intervention/
Measurement
3 EHR functions
and 18 clinical
quality measures

Data
Collection
Chart Review

Data
Analysis
The
BenjaminHochberg
approach

Ancker, et
al. (2015)

Retrospe
ctive
CrossSectional
Chart
review

65
providers
183,095
visits with
61,977
patients

Atwater et
al. (2016)

Qualitati
ve
Survey

Barkhuyse
n, et al.
(2014)

Campanell
a et al.
(2016)

Major
Findings
Best practice
alerts and ordersets were
associated with
better scores on
quality
measures, use
of EHR
functions are
associated with
higher
performance
New teaching
and learning
strategies are
needed to
capitalize on the
potential of the
EHR, minimize
negative impact
on med
education

Limitations

19
physicians
in 15 states

Examined
teaching/learning,
learning time,
balancing time,
hands-on-EHR
experience,
minimizing data
repetition and
teaching strategies

Survey and
Telephone
Interview

Descriptive
statistics

Retrospe
ctive
chart
review

58 general
practices,
8235
patients

Chart Review

Systemat
ic
Review

47 articles

The quality of
recording in a
GPs EHR vs a
web-based
chronic disease
registry, Type 2
diabetes and the
value of 7 process
indicators and 12
outcome
indicators for
compliant vs.
non-compliant
values
Literature Review
to assess the
impact of EHRs

The
diagnostic
OR

Clinical items
were not always
adequately
recorded in the
EHR for
retrieving
indicators, if the
quality of
recording
improves then
indicators can
be reported
from the EHR

The chronic disease
registry was used as
a standard and it is
not the gold
standard of care,
there was a 3-month
difference in data
extraction

Database
search

DerSimiona
n and
Laird’s
Method
And the
Cochrane Q
test

EHRs can
improve the
quality of
healthcare,
increasing time
efficiency,
guideline
adherence and
reducing
medication

Limited number of
articles with
quantitative data and
high heterogeneity

Tied to the current
data set of these
providers, limited
set of potential
measures, study was
cross-sectional
rather than
longitudinal

An abbreviated
Delphi study using 2
rounds instead of 3,
The study was
focused on the EPIC
EHR, possibly
reducing
generalizability
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errors
Esper &
Walker
(2015)

Qualitati
ve and
Chart
review

100
medical
charts

Educational
sessions for
providers

Chart Review
and pre/post
surveys

Pre and post
chart audits

Frimpong
(2013)

Survey

The extent of
health information
technology (HIT)
utilized and the
quality of care

Analysis of
the surveyed
data

Multivariabl
e logistic
regressions
and odds
ratios

GoetzGoldberg et
al. (2012)

Qualitati
ve Case
Study

1007
FQHCs of
which 795
responded
and 776
were
included in
the study
N = 38
clinicians
and
administrat
ive staff

To understand the
current use of
EHRs in small
primary care
practices

Surveys and
in-depth
interviews

None
Described

Goldman et
al. (2012)

Crosssectional
chart
review

To compare
FQHC physician
performance with
private practice
PCPs within 18
quality measures

Paper surveys

None
Described

Greiver et
al. (2011)

Chart
Review

Patients
over 3
years 29,392 in
2006,
32,778 in
2007,
28,741 in
2008
13
community
based
phyicians

Data queries
Pre and post
chart audits

McNemar’s
Test

Jones &
Furukawa

Data
Review

To explore the
impact of using a
data clerk to
improve data
quality in primary
care EHRs
To explore the
number of FQHCs

Administrativ
e data from

None
Described

1100
Health

Increasing
knowledge
related to
documentation
of quality
measures and
providing tools
to increase
efficiency
promotes
quality patient
care
High promise in
the use of
health
information
technology in
improving
quality of care
at FQHCs
There is
increased
efficiency in
storing and
retrieving info,
Overall, small
practices
experience
difficulty with
implementation
and updates of
the system
causing issues
with patient
care.
FQHCs
demonstrated
equal or better
than private
practice PCPs,
Quality Care
delivery is
possible within
FQHCs
Utilizing a data
clerk to re-enter
data led to
improvements
in EHR data
quality
By 2012 nine
out of ten

Sample was small
and included only
one institution,
focused only on
oncology, and only
focused on nurse
practitioners

Could not determine
the number of years
the FQHCs were
using HIT, facility
survey, unable to
control variables,
absence of case mix
Small sample size,
specific to small
organizations with
limited support
system

Lack of consistency
among staff over the
years

Lack of population
diversity and cost of
utilizing a data clerk

Only based on data
from UDS reporting,
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(2014)

Centers

utilized EHRs and
the level of the
EHR

UDS
reporting

Nicklaus,
Kusser,
Zessin, &
Amaya
(2015)

Survey

1700
learners

knowledge gained
from educational
sessions and
comfort level with
EHR functions
following
education

Survey
feedback
from learners
and scores on
knowledge
assessments

None
Described

Persell et
al. (2011)

Chart
Review

7500
patients

Quality measures
pre and post a
multifaceted QI
intervention using
EHR tools

Chart Review

None
Described

FQHCs had
adopted EHRs
but only 1/3
could meet the
1st stage of
meaningful use
Integrating
specialtyspecific
scenarios, webbased training
modules,
learning
laboratories,
and a computer
skills
assessment,
created a
successful EHR
education
program
Implementation
of a
multifaceted QI
intervention
using EHR
tools to improve
quality
measurement
and the
accuracy and
timeliness of
clinician
feedback
improved
performance
and/or
accelerated the
rate of
improvement
for multiple
measures
simultaneously

which is selfgenerated by the
Health Centers

Budgetary concerns
- Cost for paying
staff in learning labs
and educational
sessions,
educational gaps
still exist with
complex EHR
processes

Only conducted at
one clinic and
therefore is difficult
to generalize.
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Table 2: Data Collection Table
Variable

Measurement

Provider
Knowledge

Change in staff
and provider
knowledge
regarding
Uniform Data
System reporting
(Questions 1-2)
Change in staff
and provider and
staff knowledge
related to quality
indicators
(Questions 3-4)
Change in staff
and provider
knowledge related
to encounter plans
and order sets
within the Athena
Health EHR
system (Questions
5-7)
Percentage of
patients aged 18
and older with (1)
BMI documented
and (2) follow-up
plan documented
if BMI is outside
normal
parameters

Preventive
Care and
Screening:
Body Mass
Index
(BMI)
Screening
and FollowUp

Preventive
Care and
Screening:
Tobacco
Use:
Screening
and
Cessation
Intervention

Percentage of
patients aged 18
years and older
who (1) were
screened for
tobacco use one
or more times
within 24 months
and if identified to
be a tobacco user
(2) received
cessation
counseling
intervention

Data
Location

Collection
Method

Data
Collector

Baseline Data

Pre/post
Survey

Manual
collection

Doctoral
Student –
information
de-identified
to student

Pre-education
on 5/10/2018

Post
Implementation
Data
Post-education
on 5/10/2018

Pre/post
Survey

Manual
collection

Doctoral
Student –
information
de-identified
to student

Pre-education
on 5/10/2018

Post-education
on 5/10/2018

Pre/post
Survey

Manual
collection

Doctoral
Student –
information
de-identified
to student

Pre-education
on 5/10/2018

Post-education
on 5/10/2018

Quality
measure
reporting
from EHR
utilizing
ICD 10
codes E66-,
Z68,
(excludes
Z68.1,
Z68.20Z68.24,
Z68.51,
Z68.52)
Quality
measure
reporting
from EHR
utilizing
ICD 10
code
F17.210
And CPT
codes
99406 and
99407

Quality
report
query
within
Athena
Health
EHR

Informatics
specialist at
West
Michigan
FQHC –
information
de-identified
to student

Collected for
2017 and the
six weeks preeducation and
implementation

Collected
retrospectively
for the six weeks
post-education
and
implementation

Quality
report
query
within
Athena
Health
EHR

Informatics
specialist at
West
Michigan
FQHC –
information
de-identified
to student

Collected for
2017 and the
six weeks preeducation and
implementation

Collected
retrospectively
for the six weeks
post-education
and
implementation

80

Table 3: Education Session Attendance and Surveys Returned

Pre-Education
surveys returned
Post-Education
surveys returned

Education Session
Attended

Surveys Returned

n=22

n=19

n=22

n=20

Table 4: Wilcoxon Scores (Mean Score of the rank sums) and p-value for the Pre-/PostEducation Likert Survey
Survey Questions *

Pre-Intervention Mean
Score (n=19)

Post-Intervention Mean
Score (n=20)

p-Value

I am able to describe what
Uniform Data System (UDS)
reporting includes

11.58

28.00

<0.001

I am able to describe why UDS
reporting is performed

11.76

27.83

<0.001

I am able to describe the
importance of Quality Indicators

12.87

26.78

<0.001

I am able to describe my
responsibilities in documenting
Quality Indicators in the EHR

11.58

28.00

<0.001

I am able to describe how to utilize
encounter plans

11.63

27.95

<0.001

I am able to describe how to utilize
the BMI order sets

11.74

27.85

<0.001

I am able to describe how the
appropriate encounter plans are
triggered in the EHR

11.08

28.48

<0.001

*Questions were scored on a scale of 1 to 5; 1 being strongly disagree and 5 being strongly agree
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Table 5: Frequencies and Percentage for all of the Pilot Clinic Providers
BMI Screening Documentation for all Providers
Pre-Intervention
Post-Intervention
Benchmark
Satisfied
Not Satisfied
% Satisfied

n=136
n=168
n=304
45%

n=165
n=187
n=352
47%

80%

Smoking Cessation Documentation for all Providers
Pre-Intervention
Post-Intervention
Benchmark
Satisfied
n=221
n=272
Not Satisfied
n=26
n=22
n=247
n=294
% Satisfied
89%
93%
80%

Table 6: Documentation for BMI Screening and Smoking Cessation
Documentation Percentage Satisfying the Quality Measure per Provider
BMI Screening
BMI Screening
Smoking Cessation Smoking Cessation
Pre-Intervention
Post-Intervention
Pre-Intervention
Pre-Intervention
Provider
1
Provider
2
Provider
3
Provider
4
Provider
5

40% (n=59)

37% (n=76)

82% (n=44)

97% (n=62)

66% (n=74)

68% (n=74)

95% (n=65)

100% (n=68)

39% (n=74)

43% (n=81)

86% (n=60)

88% (n=65)

40% (n=66)

48% (n=73)

92% (n=49)

87% (n=60)

23% (n=31)

35% (n=48)

90% (n=29)

90% (n=39)

Benchmark is 80%
Green = increasing, Red = decreasing, and bold is > 80% benchmark
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Objectives for Presentation
1. Review the practice problem
2. Review the organizational assessment and
evidence based solution
3. Review the project plan and results
4. Discuss sustainability and implications for
practice
5. Reflect on DNP Essentials

Federally Qualified Health Centers
• The Health Resources and Service Administration (HRSA)
allocates funds to FQHCs via grants and incentives based on
Uniform Data System (UDS) reporting (Health Resources
and Service Administration [HRSA], 2017).
• HRSA funded health centers FQHCs are expected to have
ongoing quality assurance and improvement programs that
improve patient care and outcomes (HRSA, 2017).
• Federally Qualified Health Centers must complete annual
uniform data system (UDS) reporting to receive grants and
incentives from HRSA (HRSA, 2017).
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The Problem
• Quality Reporting benchmarks are outlined in the UDS
reporting requirements (HRSA, 2017)
• A local West Michigan FQHC is below the required 80%
benchmark for certain quality indicator documentation
metrics required for UDS reporting
• Adult BMI Screening was below the benchmark at 52%
• Smoking cessation was above the benchmark at 84%
• Certain EHR functions designed to optimize quality
documentation are not fully utilized
• Failure to meet the reporting requirements can result in
reduction in funding, grants, and incentives.

Organizational Assessment
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Framework:
The McKinsey 7S Model

Adapted from The Mckinsey 7S Model. Reprinted from “Strategic Management
Insight.” (2013). McKinsey 7S model. In Strategic Management Insight.

Current State of Practice
• This clinic represents one of five FQHCs within a larger organization
• Identified a need for further education for providers and support staff
regarding UDS reporting and the utilization of EHR tools
• A UDS manual is in place, but no formal training on UDS
measurements and no documentation monitoring
• EHR tools that can assist with satisfying quality indicator metric
documentation are not being used to the full extent
• UDS reporting for certain areas such as BMI have been below the 80%
benchmark
• BMI screening for the pilot clinic was 37% for 2017
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Stakeholders
•
•
•
•
•

Practice Manager
Lead Physician/Site Mentor
Informatics Specialist
Director of Community Clinics
Executive Director, Research and Innovation

IRB Determination
• An IRB determination as a quality
improvement project was obtained from the
University and Organization’s Human
Research committee by April 28, 2018.
• Determination letters are available upon
request
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SWOT Analysis
Strengths
•
•
•
•
•

Part of a large healthcare system in
West Michigan
Clearly defined vision, mission, and
strategic plan
Clear and concise goals
Committed employees who strive to
help the underserved
FQHC status

Weaknesses
•
•
•
•

Opportunities
•
•
•

Grants and incentives available as a
FQHC based on quality measures
through UDS reporting
Improving quality documentation
Fully utilize the tools available in the
Athena Health EHR

Not utilizing all of the tools that the
Athena Health EHR offers
Extracting quality data within the
newer EHR
Lack of time to provide care and
document for complex patient
population
Quality Indicator Measures are short
of benchmarks - BMI Screening 37%
Threats

•

Multiple competing organizations in
west Michigan
• Reduction in grant and incentives
based on UDS reporting
• Potential changes with the current
insurance structure due to policy
changes

Clinical Practice Question
• Will the development of a quality protocol that
includes education for providers and support
staff regarding UDS reporting and EHR
functionality, improve provider quality metric
documentation to meet selected benchmarks at
a West Michigan FQHC?

92

Literature Review

Review Method
• A systematic review was conducted utilizing
CINAHL and PubMed
• What are the identified barriers to improving
quality indicator documentation to meet
reporting requirements?
• What strategies or tools have been successful
in facilitating improved quality indicator
documentation?
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Identification

Articles identified using keywords in
CINAHL and PubMed
(n = 758)

PRISMA Flow Diagram

Included

Eligibility

Screening

Records after duplicates removed
(n = 673)

# Records screened by
title and abstract
(n = 673)

Full-text articles assessed
for eligibility
(n = 63)

Records excluded after
title and abstract reviewed
(n = 598)

Full-text articles excluded,
for reasons pertaining to
participants, interventions,
methodology, and rigor
(n = 51)

Studies included in this
review
(n = 12)

Adapted from “Preferred reporting items for systematic reviews and meta-analyses: the PRISMA statement,”
by D. Moher, A. Liberati, J. Tetzlaff, D. Altman, and PRISMA Group. Copyright 2009 by PLoS Medicine

Summary of Findings
Barriers Identified
There needs to be an EHR in place, the
success of which is dependent on the
capabilities of the EHR and the accuracy
of documentation (Barkhuysen et al., 2014;
Jones & Furukawa, 2014)
Smaller practices with less internal and
external support will struggle with EHR
implementation and maintenance to
improve quality (Goetz-Goldberg et al.,
2012)
There is a gap in general medical
education for the utilization of EHR
technology and a need for new teaching
and learning strategies within medical
education to capitalize on the potential of
EHR technology (Atwater et al., 2016)

Facilitators Identified
Utilizing high functioning EHR tools such
as best practice advisories, order sets,
reporting technology, point-of-care
reminders, clinician feedback and
documenting appropriately can improve
quality performance, quality indicator
documentation, quality metrics, quality
care, quality indicator reporting, and
patient outcomes (Ancker et al., 2015;
Campanella et al., 2016; Frimpong et al.,
2013; Persell et al., 2011)
Educating end-users with a multifaceted
approach with both web-based and handson learning for EHR functions, quality
measures, and the documentation process
will improve quality documentation and
promote high quality patient care (Esper
& Walker, 2015; Nicklaus et al., 2015).
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Evidence for Project
• Moderate to high evidence supported the plan for this project
• Evidence is clear that utilizing high functioning EHR tools such as
best practice advisories, order sets, and reporting technology
appropriately can improve quality performance, quality indicator
documentation, quality metrics, quality care, quality indicator
reporting, and patient outcomes (Ancker et al., 2015; Campanella et
al., 2016; Frimpong et al., 2013; Persell et al., 2011).
• Evidence also supports educating end-users with a multifaceted
approach with both web-based and hands-on learning for EHR
functions, quality measures, and the documentation processes (Esper
& Walker, 2015; Nicklaus et al., 2015).
• The quality indicator protocol incorporates EHR tools, encounter
plans and order sets, and the utilization of educating staff and
providers in person and via a web-based format for future use.

Phenomenon Examination:
The Donabedian Model
Structure

Outcomes

Process

Conceptual framework for phenomenon of interest. Adapted from “The quality of care:
How can it be assessed?,” by A. Donabedian, 1988, Journal of American Medicine,
260(12), p. 1743-1748. Copyright 1988 by American Medical Association.
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DNP Project Plan

Project Plan
• Purpose:
– Implement a quality indicator protocol as a pilot project

• Project type:
– Quality Improvement – implementing evidence-based research into
practice to improve quality of care delivery

• Setting:
– One of five West Michigan FQHC clinics within a larger organization

• Resources:
– Time!
– EHR technology
– Informatics Specialist’s time

• Participants:
– Staff and Providers (PCPs, PAs, RNs, LPNs, and MAs)
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Implementation Model:
The PARiHS Framework

Implementation framework. Adapted from “Enabling the implementation of evidence based
practice: a conceptual framework,” by A. Kitson, G. Harvey, & B. McCormack, 1998, Quality
in Health Care: QHC, 7, p. 149-158. Copyright 1998 by Quality in Health Care.

Design for Evidence-Based Initiative
• Evidence: Evidence from a comprehensive literature supports the
utilization of educating staff and providers in person, but also providing the
education in a web-based format for future use. Supports the use of EHR
tools such as order sets and encounter plans.
• Context: The current culture at the FQHC supports improving quality
metric documentation and the quality protocol includes recommendations
for monitoring changes in UDS reporting, monitoring quality performance,
utilization of the education, encounter plans in use, and order set
information to be use for education of new staff and providers going
forward as the annual UDS reporting will continue.
• Facilitation: Includes measurements of how the education impacted staff
and provider knowledge as well as quality metric documentation
percentage changes for BMI screening and smoking cessation. A
sustainability plan will be recommended and dissemination of results will
occur.
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Project Objectives
1. Collect the quality metric documentation for BMI
screening and smoking cessation for the providers in the
clinic.
2. Ensure the encounter plan for smoking cessation was in
place and the order sets were active for BMI screening
documentation.
3. Create and deliver the education to staff and providers.
4. Monitor the performance of staff and providers, and
providing support and feedback
5. Collect pre/post-education surveys and retrospective
quality documentation data for BMI screening and
smoking cessation.

Project Implementation Strategy
• Education
– 30 minute education session with staff and
providers

• Facilitation
– Education created and delivered by DNP student

• Monitoring and Feedback
– DNP student monitored the use of order sets and
encounter plans and obtained feedback from staff
and providers

98

Timeline
Analyzed data
from
education
sessions
utilizing
Wilcoxon
Signed-Rank
test
5/16/18

Presented
Education and
collected prepost education
surveys
5/10/18

Analyzed
BMI
screening and
smoking
cessation data
utilizing ChiSquared tests
6/28/18

Proposal
Defense
7/30/18

Provided support from 5/13/18 to 6/22/18
Collected
retrospective
data for BMI
screening and
smoking
cessation for
the 6 weeks
pre and 6
weeks post
implementatio
n
6/22/18

Ensured providers
had been assigned
encounter plans
for smoking
cessation and
support staff was
ready to cue up
BMI order sets
and trigger
encounter plan
5/13/18

Presented
findings to
key
stakeholders
at the
organization
7/26/18

Evaluation & Measures
Variable

Measurement

Data Location

Collection Method

Data
Collector

Baseline Data

Post
Implementation
Data

Change in staff and provider
knowledge regarding Uniform
Data System reporting
(Questions 1-2)
Change in staff and provider and
staff knowledge related to quality
indicators (Questions 3-5)

Pre/post Survey

Manual collection

Doctoral
Student

Pre-education
on 5/10/2018

Post-education
on 5/10/2018

Pre/post Survey

Manual collection

Doctoral
Student

Pre-education
on 5/10/2018

Post-education
on 5/10/2018

Change in staff and provider
knowledge related to encounter
plans within the Athena Health
EHR system (Questions 6-8)

Pre/post Survey

Manual collection

Doctoral
Student

Pre-education
on 5/10/2018

Post-education
on 5/10/2018

Preventive Care and
Screening: Body Mass Index
(BMI) Screening and
Follow-Up

Percentage of patients aged 18
and older with (1) BMI
documented and (2) follow-up
plan documented if BMI is
outside normal parameters

Quality report
query within
Athena Health
EHR

Informatics
specialist at
West
Michigan
FQHC

Collected for
2017 and the
six weeks preeducation and
implementation

Collected
retrospectively
for the six
weeks posteducation and
implementation

Preventive Care and
Screening: Tobacco Use:
Screening and Cessation
Intervention

Percentage of patients aged 18
years and older who (1) were
screened for tobacco use one or
more times within 24 months and
if identified to be a tobacco user
(2) received cessation counseling
intervention

Quality measure
reporting from
EHR utilizing ICD
10 codes E66-,
Z68, (excludes
Z68.1, Z68.20Z68.24, Z68.51,
Z68.52)
Quality measure
reporting from
EHR utilizing
ICD 10 code
F17.210
And CPT codes
99406 and 99407

Quality report
query within
Athena Health
EHR

Informatics
specialist at
West
Michigan
FQHC

Collected for
2017 and the
six weeks preeducation and
implementation

Collected
retrospectively
for the six
weeks posteducation and
implementation

Provider Knowledge
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Analysis Plan
• Wilcoxon Signed-Rank Test to determine
significance
– Change in staff and provider knowledge following
the education session

• Chi-Square Test to determine significance
– Change in documentation percentage for BMI
screening that satisfies the measure
– Change in documentation percentage for smoking
cessation that satisfies the measure

Results
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Results: Characteristics
• 22 attendees for the education presentation
– 19 pre-education surveys returned
– 20 post-education surveys returned

• BMI Screening Encounters
– 304 during 6 weeks pre-implementation
– 352 during 6 weeks post-implementation

• Smoking Cessation Encounters
– 247 during 6 weeks pre-implementation
– 294 during 6 weeks post-implementation

Results: Pre/Post Education Survey
Survey Questions *

Pre-Intervention Mean
Score (n=19)

Post-Intervention Mean
Score (n=20)

p-Value

11.58

28.00

<0.001

I am able to describe why UDS
reporting is performed

11.76

27.83

<0.001

I am able to describe the importance of
Quality Indicators

12.87

26.78

<0.001

I am able to describe my
responsibilities in documenting Quality
Indicators in the EHR

11.58

28.00

<0.001

I am able to describe how to utilize
encounter plans

11.63

27.95

<0.001

I am able to describe how to utilize the
BMI order sets

11.74

27.85

<0.001

I am able to describe how the
appropriate encounter plans are
triggered in the EHR

11.08

28.48

<0.001

I am able to describe what Uniform
Data System (UDS) reporting includes
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Results: Pre/Post Education Survey
Education Survey: Increase in Mean Score
I am able to describe how the appropriate encounter plans are triggered in the EHR

I am able to describe how to utilize the BMI order sets

I am able to describe how to utilize encounter plans

I am able to describe my responsibilities in documenting Quality Indicators in the EHR

I am able to describe the importance of Quality Indicators

I am able to describe why UDS reporting is performed

I am able to describe what Uniform Data System (UDS) reporting includes

0

Post-Intervention Mean Score (n=20)

5

10

15

20

25

30

Pre-Intervention Mean Score (n=19)

Results: Documentation Percentage
BMI Screening Documentation for all Providers
Pre-Intervention

Post-Intervention

Satisfied

n=136

n=165

Not Satisfied

n=168

n=187

n=304

n=352

45%

47% (p=0.5837)

% Satisfied

Benchmark

80%

Smoking Cessation Documentation for all Providers
Pre-Intervention

Post-Intervention

Satisfied

n=221

n=272

Not Satisfied

n=26

n=22

n=247

n=294

89%

93% (p=0.2150)

% Satisfied

Benchmark

80%
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Results: Documentation Percentage
Documentation Percentage Satisfying the Quality Measure per Provider
BMI Screening
Pre-Intervention

BMI Screening
Post-Intervention

Smoking Cessation
Pre-Intervention

Smoking Cessation
Post-Intervention

Provider 1

40% (n=59)

37% (n=76)

82% (n=44)

97% (n=62)

Provider 2

66% (n=74)

68% (n=74)

95% (n=65)

100% (n=68)

Provider 3

39% (n=74)

43% (n=81)

86% (n=60)

88% (n=65)

Provider 4

40% (n=66)

48% (n=73)

92% (n=49)

87% (n=60)

Provider 5

23% (n=31)

35% (n=48)

90% (n=29)

90% (n=39)

Benchmark is 80%

Results: The Performance Gap
Documentation % for Satisfying BMI Screening
80%

70%

68%

66%

60%

50%

48%
43%

40%
39%

40%

37%
35%

30%

23%

20%

BMI Screening
Pre-Intervention

Provider 1

Provider 2

BMI Screening
Post-Intervention

Provider 3

Provider 4

Provider 5
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Results: The Performance Gap
Documentation % for Satisfying Smoking Cessation
105%

100%

100%
95%

95%

90%

92%
90%

97%
90%
88%
87%

86%

85%

82%

80%
75%
70%

Smoking Cessation
Pre-Intevention

Provider 1

Provider 2

Smoking Cessation
Pre-Intevention

Provider 3

Provider 4

Provider 5

Discussion
The Quality Indicator protocol creates consistent
workflow and standard education resulting in:
• Significant increase in knowledge for staff and
providers (p<0.001)
– UDS reporting, Quality Indicators, and EHR Function

• Increased BMI Screening Documentation %
– 45% to 47%, benchmark 80%

• Increased Smoking Cessation Documentation %
– 89% to 93%, benchmark 80%

• A decrease in the performance gap for providers
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The Protocol
Step 1 - A current standardized process, to be annually reviewed and developed to educate
new providers and support staff on UDS reporting via the current web-based system within
the organization.
Step 2 - With appropriate education, encounter plans and order sets can be utilized by
providers and support staff. The current order sets include BMI screening. The current
encounter plans include smoking cessation.
Step 3 - With appropriate education and ongoing support, the support staff initiate BMI
order sets and encounter plans appropriately.
Step 4 - The practice managers at each location monitor quality performance on a monthly
basis and ensure that providers are aligned with the correct panel of patients to allow for

the accurate data input and extraction.
Step 5 - The practice manager works with the lead physician and lead RN to provide
feedback to providers and support staff based on quality performance every month.
Coaching and reeducation completed as needed for staff and providers.
Step 6 - The director, practice manager, lead physicians, lead RNs, and informatics specialist
work as a team to monitor the changes in UDS reporting requirements and ensure that staff
and providers are updated annually to the changes that have occurred.
Step 7 - The informatics specialist maintains and modifies the encounter plans and order sets
for accuracy as needed to satisfy changes made in UDS reporting requirements.

Limitations
• The Timeframe – only 6 weeks
• Encounter plans were not triggering
appropriately
• Sample Size
• Population Health: Homeless Population
• Co-Morbidities of Patients limit actions on
quality indicators at every encounter
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Implications for Practice
• The quality indicator protocol allows for opportunities
to optimize quality reporting
• Optimizes care delivery for the homeless population
that is served by this FQHC
• Potential for increase in grants and incentives as a
FQHC and for increased revenue with the shift to
quality based reimbursement
• Highlights the impact a DNP prepared nurse
practitioner can have on quality improvement at the
system level of an organization resulting in improved
outcomes

Conclusions
• The implementation of the quality indicator
protocol resulted in improved quality metrics and
increased knowledge
• The protocol should be maintained at the pilot
location and implemented at the other FQHC
clinics to create continuity and consistency
• It is recommended that the education be made
available in a web-based format for ease of
education with new staff
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Budget
Position

Hourly Wage

Dedicated Time for Data
Collection and EHR Support

Total Cost

Informatics Specialist

$28.50

6 hours

$171.00

DNP Student (in-kind
donation)

$41.00

40 hours

$1681.00

Grand Total

$1852.00

Sustainability Plan
•
•

•

•

•

UDS reporting requirements are updated annually.
It is recommended that the director, practice manager, lead physicians, lead
RNs, and informatics specialist work as a team to monitor the changes in
UDS reporting requirements and ensure that staff and providers are updated
to the changes that have occurred.
It is recommended that the informatics specialist will maintain and modify
the encounter plans and order sets for accuracy as needed to satisfy changes
made in UDS reporting requirements.
It is recommended that the practice manager, lead physician, and lead RN
work together to provide appropriate performance feedback to staff and
providers within the organization.
It is recommended that the practice managers at each location monitor
quality performance on a monthly basis and ensure that providers are
aligned with the correct panel of patients to allow for the accurate data
input and extraction.
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Dissemination
• Presentation to key stakeholders in the
organization
• Presentation at Grand Valley State University
• Present to additional FQHC sites within the
organization
• Upload to ScholarWorks ©
• Submit to the Journal of Doctoral Nursing
Practice

DNP Essentials Reflection
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Reflection on DNP Essentials
• Essential I: Scientific Underpinnings for Practice
– Utilized theoretical frameworks to examine and guide an
intervention and implementation
– Developed and evaluated a new protocol
• Essential II: Organizational and Systems Leadership for Quality
Improvement and Systems Thinking
– Completed an organizational assessment
– Meetings with organizational leaders
• Essential III: Clinical Scholarship and Analytical Methods for
Evidence-Based Practice
– Literature Review of facilitators and barriers to implement an
evidence-based quality protocol
– Evaluated and analyzed project results

Reflection on DNP Essentials
• Essential IV: Information Systems/Technology
and Patient Care Technology for the
Improvement and Transformation of Health
Care
– Utilized EHR technology including order sets and
encounter plans for project implementation
– Educated staff and providers on how to optimize EHR
technology utilization for practice
– Assisted with aligning patients and providers within
the organizations EHR
– Created and ran reports from the Organization’s EHR
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Reflection on DNP Essentials
• Essential V: Health Care Policy for Advocacy in Health
Care
– Advocated for quality health care delivery with project work,
recommending a change to organizational policy
– Advocated for the nursing profession
– Advocated for changes to address the opioid epidemic

• Essential VI: Interprofessional Collaboration for
Improving Patient and Population Health Outcomes
– Collaborated with physicians, physician assistants, social
workers, nurse practitioners, nurses, and other professionals
during project work
– Worked as the facilitator with my cohort, KCON professors, the
Dean of Nursing, and KCHD leaders to organize and facilitate a
Refugee symposium

Reflection on DNP Essentials
• Essential VII: Clinical Prevention and Population Health
for Improving the Nation’s Health
– Created a quality indicator protocol that addresses improving
knowledge, documentation, and reporting to improve quality
care delivery
– Focus on access to care with the project focus on quality at a
FQHC serving the homeless population

• Essential VIII: Advanced Nursing Practice
– Utilized DNP practice knowledge to design, facilitate, and
evaluate a quality improvement project
– Utilized provider lens while enact the role of a DNP prepared NP
– Educated and supported physicians, nurses, physician assistants,
medical assistants, and other professionals
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